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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TriaMinic brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.i.d. because of the 
special timed-release design. 
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then—3 to 4 more hours of relief 
from the inner core 


first—3 to 4 hours of relief 
from the outer layer 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 
Pyrilamine maleate . 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


‘TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


Strademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
yablet or % Triaminic Juvelet. 


Triaminic: 


$MITH-DORSEY «a division of The Wander Company - Lincoln, Nebraska «Peterborough, Canada 
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Original Contributions 


The Problem of Glaucoma 


Aids in diagnosis and treatment of an ever-increasing disease. 


— is a whole complex of diseases 
of the eye that has elevated intra-ocular 
pressure as its main feature; and glaucoma leads 
to eventual blindness when it is not controlled. 
Frequently, glaucoma is not diagnosed until ad- 
vanced irreversible blindness has developed in one 
or both eyes. Therefore, it is evident that early 
diagnosis is a prerequisite for the prevention of 
blindness from this cause. A program of glaucoma 
case-finding is desirable and will be greatly en- 
hanced when all practicing physicians develop a 
high level of suspicion of glaucoma in their pa- 
tients. 

Historically, blindness from glaucoma has been 
described from antiquity. The word itself, of 
Greek derivation, means “bluish-green” and _ is 
found in the writings of Hippocrates to describe 
the color of the pupil associated with blindness. 
However, the association of raised intra-ocular 
pressure with the word glaucoma is a much later 
concept. In the early Christian centuries, Galen 
and other writers first recognized and differenti- 
ated blindness from cataract and blindness from 
glaucoma, the latter as being quite hopeless. A 
rather hazy notion regarding glaucoma prevailed 
into the middle of the 19th century. 

A new era in the science of ophthalmology was 
born when von Helmholtz in 1851! discovered the 
principle of the ophthalmoscope, an instrument 
that allowed a view of the inner secrets of the 
eye. Almost simultaneous introduction of impres- 
sion tonometers by von Graefe, Donders, and 
others (1863), greatly improved by Schiotz in 
1905, later modified to the present tonometers, 
allowed greater accuracy in diagnosis and follow- 
up studies of glaucoma. Von Graefe spoke of 
“amaurosis with excavation of the nerve head;” 


_ 


Presented as an inaugural thesis before the Minne- 
apolis Academy of Medicine, December 17, 1956. 
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WILFRED J. BUSHARD, M.D. 
Minneapolis, Minnesota 


but it was Donders’ privilege in 1862 to present 
the unifying.concept,” to add “amaurosis with ex- 
cavation of the nerve head” as chronic simple 
glaucoma to the subdivisions of acute, absolute, 
and secondary glaucoma. The modern conception 
of glaucoma begins with this era. 

Secondary glaucoma is raised intra-ocular pres- 
sure complicating some demonstrable pathological 
lesion in the eye. Absolute glaucoma is an eye 
quite without hope; it is a blind eye with a fixed 
pupil, high intra-ocular pressure, edematous cor- 
nea, varying intensity of pain, congestion, and phe- 
nomena of degeneration. By primary glaucoma we 
mean a glaucoma for which the ultimate cause 
is not yet known. Congenital glaucoma, distinct 
from adult glaucoma, probably has no genetic 
interrelationship with the adult type.* 


Classification of Glaucoma 


I. Adult Primary Glaucoma 
1. Narrow-angle glaucoma 
a. Acute phase (acute congestive glaucoma) 
b. Chronic phase (chronic congestive glau- 
coma) 
2. Wide-angle glaucoma 
a. Chronic simple (non-congestive) glaucoma 
II. Congenital Glaucoma 
III. Secondary Glaucoma 
1. Intra-ocular inflammations 
Trauma 
Post-surgical (ophthalmic) 
Crystalline lens changes 
Vascular anomalies 
Intra-ocular tumors 
Retinal separation 
Intra-ocular hemorrhage 
. Iris degeneration. 
IV. Absolute Glaucoma 


In the normal eye the aqueous humor is in a 
constant state of motion under a normal base 
pressure. The aqueous is formed, probably by dif- 
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fusion and active secretion,‘ in the ciliary processes 
of the ciliary body, passes through the posterior 
chamber, through the pupil, into the anterior 
chamber; from the anterior chamber through the 
trabeculo-Schlemm canal system, into the aqueous 
veins,° and ultimately mixes with blood® in the 
venous system. The aqueous flow is at approxi- 
mately two cubic millimeters per minute.’ 

The normal intra-ocular pressure varies within 
considerable limits but may be taken to range be- 
tween 20 and 25 millimeters of mercury.® A factor 
in considering the level of intra-ocular pressure is 
the “diurnal pressure variation;” commonly this 
involves two to three millimeters of mercury in 
normal eyes. In a glaucomatous eye this differ- 
ence may be greatly exceeded or there may be a 
reversal. In clinical tonometry, the tonometer 
reading is composed of two variables—intro-ocular 
pressure and that of ocular rigidity. The degree 
of resistance by. the coats of the eye to the tono- 
meter indentation is the ocular rigidity.‘° Ocular 
rigidity is increased in the aged, by extreme myo- 
pia, and by intra-ocular inflammations. Extreme 
variations are rare. In a borderline tension, high 
ocular rigidity may simulate a raised intra-ocular 
pressure. Fortunately ocular rigidity is not very 
variable.’ 

The probability that the clinical differentiation 
of primary glaucoma may be related to the struc- 
ture of the anterior chamber was suggested by 
Raeder in 1923, supported by Rosengren’s statisti- 
cal study in 1930, refined by gonioscopic methods 
and specificially recommended by Barkan in 1938. 
Further, this differentiation depends on the site of 
interference with the outflow of aqueous humor. 
In narrow-angle glaucoma the interference is at 
the entrance to the trabeculo-Schlemm canal— 
aqueous-vein system; the narrowness of the cham- 
ber angle is a predisposition to angle block and 
consists of such anatomic factors as smallness of 
the cornea, continuous growth of the lens through- 
out life, high hyperopia, and thickness of the iris. 
Superimposed are physiologic factors that may 
further block the narrow angle: accommodation, 
pupillary dilatation, ciliary body congestion, and 
pupillary block. 

Precipitating factors preceding an acute episode 
may be nervous shock, dilation of the pupil during 
dark adaptation, medication for mydriasis, surgical 
shock, and menstruation. These precipitating fac- 
tors tend to implicate a neurovascular disturbance 
based on systemic vascular instability with a result- 
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ant vasodilatation, increased capillary permeability 
and edema. This also suggests reflex control with 
sympathetic-parasympathetic imbalance under the 
influence of central stimuli which may be of phy- 
sical and/or psychosomatic origin.’ 

The clinical manifestation of narrow-angle glau- 
coma may begin with an acute rise in intra-ocular 
pressure and varying symptoms dependent on the 
degree and duration of increased pressure. The 
symptoms are an expression of corneal edema with 
the subjective equivalent of blurring of vision, 
halos around lights, and ocular pain. Mild inter- 
mittent attacks subside spontaneously with relief 
of symptoms and return to a normal base intra- 
ocular pressure. After repeated attacks secondary 
changes in the chamber angle (peripheral syne- 
chia) further embarrass the drainage angle.'® Sub- 
sequent attacks may become more intense with a 
rise in the base intra-ocular pressure producing a 
chronic congestive glaucoma. Congestive glau- 
coma of some duration may then manifest visual 
field and visible nerve head changes. However, a 
more violent and prolonged rise of intra-ocular 
pressure will present the dramatic classical picture 
of acute congestive glaucoma with marked tem- 
porary loss of vision, pupillary dilatation, steamy 
cornea, intense pain, shock, nausea and occasional 
vomiting. The general state of such an acutely ill 
patient may be confusing, particularly if the pain 
is localized in the temples or the base of the skull, 
not in the eyes. Prompt and proper treatment of 
such cases usually brings gratifying recovery of 
vision. 

In wide-angle (chronic, simple) glaucoma the 
anterior chamber is usually of normal depth; or, if 
shallow, it has an open angle as can be demon- 
strated with a gonioscope. The site of interference 
with aqueous outflow is placed not at the entrance 
to, but somewhere in, the trabeculo-Schlemm canal 
—aqueous-vein system, in the nature of degenera- 
tion and sclerosis. An abnormal resistance to aque- 
ous outflow in glaucomatous, as compared with 
normal, eyes has been demonstrated and can be 
determined by tonography't—a method of apply- 
ing an electro-tonometer to an eye for a given time 
while recording the rate of drop of ocular tension. 

The manifestation of the more prevalent and 
difficult wide-angle glaucoma is practically asymp- 
tomatic except for insidious progressive loss of 
vision. There are no sudden changes of intra- 
ocular pressure; the diurnal pressure variations be- 
come greater; the intra-ocular physiologic processes 
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sich as accommodation suffer; and degeneration 
of intra-ocular nerve elements proceeds. Such a 
patient may be completely unaware of his disease; 
or he may note mild vague symptoms of visual 
fatigue, mild headache, poor dark adaptation, fleet- 
ing halos, and need for stronger reading glasses. 
The pattern of intra-ocular degeneration of wide- 
angle glaucoma is not always consistent with the 
level of the intra-ocular pressure. It is postulated 
that a vasoconstrictive factor may affect, primarily, 
the posterior segment of the globe in some in- 
stances, thereby causing more rapid field loss due 
to optic nerve degeneration at the disc. Obviously, 
damage to the nerve elements prevents recovery of 
field loss by treatment. 

Though this concept of narrow-angle, wide- 
angle glaucoma has real clinical significance, it 
does not preclude several pathogenetic factors 
(neurovascular as well as mechanical). What role 
neurovascular influences have in the genesis of 
glaucoma is obscure. Truly, the etiology and patho- 
genesis of this baffling and complex problem is not 
yet known. Nevertheless, from those facts known, 
the clinician can approach the problem of glau- 
coma with confidence and hold out a relatively 
good prognosis to most of his patients provided 
an early diagnosis is followed by meticulous man- 
agement. 


Clinical Diagnosis 


The clinical diagnosis of primary glaucoma in- 
volves two distinct types of symptomatology. The 
patient with a red painful eye of acute narrow- 
angle (congestive) glaucoma seeks immediate re- 
lief from his acute dilemma. The physician must 
differentiate acute glaucoma from acute iritis, with 
or without secondary glaucoma, and acute con- 
junctivitis before treatment. A history, visual acuity 
inspection, palpation, tonometry, and biomicros- 
copy are aids to a differential diagnosis of these 
ocular diseases. Diagnosis of narrow-angle glau- 
coma is a problem while in the interval phase; 
here no redness, pain or blur is present. A careful 
history may indicate previous episodes of blur, 
halos, and intermittent ocular pain. Inspection, 
microscopy, gonioscopy, tonometry, and a provoca- 
tive test are diagnostic methods that apply. Since 
the intra-ocular pressure between attacks may be 
at a normal level, a Dark Room Test may provoke 
arise of pressure. A rise of 8 millimeters of mer- 
cury or more after an hour’s stay in a dark room 
or with light tight bandages over the eyes without 
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permitting the patient to sleep is considered a posi- 
tive test. Angle block produced by dark adaptation 
mydriasis is the mode of action. A negative result 
in a patient with a definite narrow angle calls for 
re-examination at least in six months.’? This is 
based on the fact that a considerable number of 
patients with an anatomically narrow angle even- 
tually develop acute glaucoma. 

For early recognition of wide-angle glaucoma, 
we depend a great deal on tonometric evidence of 
elevated intra-ocular pressure. Although the diag- 
nosis of glaucoma does not depend solely on tono- 
metric measurements, an elevated intra-ocular 
pressure is a cardinal sign. A positive water-drink- 
ing provocative test is of help. In the fasting state 
a preliminary tonometer reading is made. The pa- 
tient then drinks one liter of water followed by 
tonometry at fifteen-minute intervals. A rise of 
6 or more millimeters of mercury is considered a 
positive response. The mode of action for this test 
is the resistance to outflow of aqueous. A negative 
test does not exclude the possibility of wide-angle 
glaucoma. Elevated intra-ocular pressure asso- 
ciated with perimetric evidence of .visual field 
damage completes the diagnosis. Ophthalmoscopic 
evidence of optic nerve changes may or may not be 
readily apparent at this stage. 

Whereas the visual fields are of no value in the 
diagnosis of early narrow-angle glaucoma, the op- 
posite is true in wide-angle glaucoma. Careful 
mapping of the field of vision on a tangent screen 
at a distance of 1 meter from the patient using 1 
millimeter and 2 millimeter test objects, is a means 
of early diagnosis, and a means of follow-up. The 
early signs of field-loss are in the nasal periphery 
and about the blind spot—an expression of nerve 
fiber bundle defects. Advanced field loss may be 
demonstrated many times without loss of central 
visual acuity so that a vision test is of no value for 
early diagnosis of chronic simple glaucoma. 


Treatment 


The treatment of glaucoma is both medical and 
surgical. Since the pathogenesis of glaucoma is not 
yet fully understood, there is no specific but only 
symptomatic therapy. The aim of all methods is 
the relief of increased intra-ocular pressure. Al- 
though local therapy is of prime importance, one 
must not lose sight of the patient’s general well- 
being. I believe it safe to say that each case of 
glaucoma must be evaluated on its own merits. 
The type of primary glaucoma, the intensity and 
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stage of progression, the age of the patient, and 
the patient’s genera] health will govern the form of 
therapy selected. 

In general, narrow-angle glaucoma is now con- 
sidered a surgical problem; though medical means, 
when possible, are used to abort an acute attack 
prior to surgery and as a means of maintenance in 
the aged and infirm.’® Wide-angle glaucoma is 
considered primarily a medical problem.%® That 
means medical therapy is continued as long as the 
disease is satisfactorily controlled. This may in- 
volve the use of miotic drops many times each day 
for the remainder of the patient’s life. Or when a 
“normative” pressure, that is, “an intra-ocular 
pressure level consistent with no further field loss,” 
cannot be attained or is lost, some operative proce- 
dure (usually a filtering operation) may have to be 
performed—a rather hazardous undertaking with 
a recognized high degree of inconsistency of results 
for any wide-angle glaucoma surgery, independent 
of the operator’s technique. Not a few of these 
eyes respond poorly to surgical as well as medical 
therapy, perhaps due to hydro-dynamic imbalance 
and intra-ocular metabolic derangement. An ex- 
pression of this is the frequent complication of 
cataract formation and other intra-ocular degener- 
ative phenomena. 

The treatment of wide-angle glaucoma includes 
proper orientation of the patient. The nature of 
the disease should be explained. As an adjunct to 
local therapy it is wise to request a complete physi- 
cal and psychiatric appraisal of the patient in 
order to properly evaluate the future management 
of the individual with this disease. 

The incidence of primary glaucoma is not defi- 
nitely known, but several estimates have been 
made. The National Society for the Prevention of 
Blindness; through sample surveys in various parts 
of the United States, has estimated the known 
blind as separate from primary glaucoma. Based 
on case records indicating ophthalmological diag- 
noses of causes of blindness in many thousands of 
recipients of welfare aid in the areas surveyed, it is 
estimated that 44,000 persons’? are blind from 
primary glaucoma. This represents approximately 
13 per cent of the total blind population in the 
United States. Because of incomplete information 
in these case records, one cannot draw conclusions 
as to the ratio of acute congestive to chronic simple 
glaucoma. As a matter of fact, very few reports of 
comparative figures are in the literature. An 
analysis of all primary glaucoma seen at the IIli- 
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nois Eye and Ear Infirmary from 1939 through 
1941 reveals 41 per cent caused by chronic simple 
glaucoma and 14.5 per cent by acute primary glay. 
coma; while at the Detroit Receiving Hospital 
consecutive case records from 1947 through 1949 
reveal 72 per cent caused by chronic, simple and 
6 per cent by acute, primary glaucoma as reported 
by Saul Sugar in his book “The Glaucomas.”* |; 
is obvious that chronic simple glaucoma is much 
more common; the ratio in one instance is 3:1, 
and the other is 12:1. 

An estimated 1,000,000 persons or 2 per cent of 
the population of forty years of age and over have 
chronic simple glaucoma. This information is ob. 
tained primarily through the six-year survey re. 
ported by Brav and Kirber’® of 10,000 Philadel. 
phia industrial employes, aged forty to sixty-five 
years, with a 1.53 per cent proven incidence; and 
the one-day Cleveland survey of 12,803 persons 
reported by Wolpaw and Sherman”? with 240 
proven cases of primary glaucoma. In each series, 
many additional persons were discovered where a 
presumptive diagnosis had been made at the time 
of the reports. For comparison, a Minnesota mas- 
screening for diabetes revealed something abnor- 
mal in 2 per cent of urine samples and not all were 
diabetic patients. Further, the Minnesota chest 
x-ray survey for tuberculosis revealed 3 to 4 per 
cent abnormals with 0.5 per cent?! suggesting tub- 
erculosis in those persons studied. 

The influence of heredity in primary glaucoma 
is recognized. Investigations show a higher inci- 
dence of glaucoma in relatives of primary glau- 
coma patients than in the general population. For 
instance, Biro reported 5.6 per cent of 761 pa- 
tients, Posner and Schlossman*? 13.7 per cent of 
373 patients, and Probert?* 17.8 per cent of 571 
patients with primary glaucoma had a hereditary 
factor. The importance of a careful family history 
in glaucoma case-finding is evident.** 
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Summary 


1. The classification of primary glaucoma used 
today is based largely on the results of gonioscopi¢ 
studies, recently confirmed by tonographic investi- 
gations. As a result of this better understanding of 
the mechanism of glaucoma, a more effective ap- 
proach to therapy is possible. 

2. The diagnosis of early primary glaucoma is 
often difficult. A person with elevated tension 
needs careful ophthalmic studies, sometimes over 4 
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period of months before an unequivocal diagnosis 
of glaucoma can be made or excluded. 

3. Several sample surveys indicate a great re- 
ervoir of undiagnosed primary glaucoma in per- 
sons forty years old and older. 

4, Primary glaucoma becomes a more serious 
problem each year as medical science stretches 
man’s life span, since this disease strikes in the 
older age groups. 
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SERENDIPITY BRINGS PROGRESS 


Serendipity has. been responsible for many of the 
world’s most precious scientific discoveries. Serendipity, 
the dictionary tells us, is a gift of finding valuable things 
not sought for. Medical men like to describe it as a 
happy accident. 

Edward Jenner had this gift. When he was nineteen, 
he was told by a milkmaid that she would never get 
smallpox because she had had cowpox. Later. when 
Jenner became a physician and saw the futility of trying 
'0 treat the disease, he remembered the girl’s words. He 
investigated other milkmaids and found in almost every 
instance that none of them had ever had smallpox. The 


idea of inoculating people with cowpox was born, and 
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Jenner is credited with saving millions of people from 
horrible death or disfigurement. 

Another case of serendipity occurred one day in 1895. 
Wilhelm Konrad Roentgen was in his physics laboratory 
studying the phenomena of electrical discharge in the 
high vacuum of a glass tube. Suddenly he discovered an 
extraordinary thing. A black line was appearing on a 
piece of barium-platino-cyanide paper separated from 
the tube by a shield of black cardboard. He investigated 
and found that the line was produced by rays capable 
of penetrating cardboard. He found also that they were 
capable of penetrating other material and even flesh. 
These, of course, became known as x-rays, one of medi- 


cine’s most useful diagnostic and therapeutic agents. 
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The Female Urethra 


“RQ LADDER: TROUBLE” is an extremely com- 

mon complaint in females of any age. How- 
ever, this so-called “bladder trouble,” in most 
instances, has its primary source in the urethra, 
manifesting itself either as an acute or chronic 
type urethritis, or one of the other entities peculiar 
to the female urethra. The annoying and aggra- 
vating symptoms and occasionally marked disa- 
bility produced by disease of the female urethra 
is usually in sharp contrast to the degree of 
pathology found on examination, particularly in 
chronic urethritis. Urethral disease in women and 
girls is often overlooked or disregarded because 
of persistent normal findings in the urine. At the 
time of examination of the patient and of the 
urine, without a urethroscopy, the findings noted 
by the clinician are in many instances so minimal, 
that many of these patients are unjustly termed 
functional. Lesions of the urethra should always 
be considered as a source of abdominal pain or 
discomfort in women. According to Kicklighter 
and Simmons,° the urethra is partially or fully 
responsible for 75 per cent of urinary disturbances 
in women. 


Anatomy 

The anatomical structure of the urethra, and 
the location of the urethra, are the two basic 
reasons why this segment of the urinary tract is 
so frequently involved. The female urethra is a 
short muscular tube 2.5 to 4 centimeters in length 
and 8 millimeters in diameter, increasing slightly 
in the proximal third. In the normal individual, 
it will accommodate a No. 28 French sound with 
ease. The normal lumen is not rigid, nor does it 
stand open, it is only potential. Cross section of 
the urethral lumen shows an inner epithelial layer 
and an outer smooth muscular layer with an inner 
longitudinal and outer circular coat. The connec- 
tive tissue layer between the epithelial and mus- 
cular layer contains the vascular and lymphatic 
structures. The anterior and posterior portions are 





Presented as an Inaugural Thesis before the Min- 
neapolis Academy of Medicine, February 18, 1957. 
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divided by an ill-defined, but extremely powerful 
sphincteric mechanism within the  urogenit 
diaphragm. The distal two-thirds of the urethra i 
lined with squamous epithelium and is continuous 
with: the introitus. The proximal third of the 
urethral lumen is lined with transitional cel 
epithelium and is continuous with the epithelium 
of the urinary bladder. The canal, in the relaxed 
state, presents a pleated appearance formed by 
longitudinal ridges of mucosa. The urethra itself 
is 10 to 12 millimeters in thickness and its inner 
lumen circumference is studded with numerous 
paraurethral glands. Just within the meatus are 
the Skene’s glands lying within the muscular coat, 
with ducts opening generally in the distal third of 
the urethra and occasionally at the external 
urethral meatus. Paraurethral glands are usually 
not found in the proximal third of the urethra 
Glands have been described within the urethn 
resembling the prostate microscopically. Thes 
have usually been found in the posterior lateral 
walls of the urethra, and occasionally surround 
the entire urethral lumen. The glands have been 
regarded as homologues of the prostate of the 
male, but this has been limited by some inves 
tigators to those glands occurring only in the 
posterior half of the urethra. The glands may 
occasionally undergo hyperplasia giving rise 10 
the so-called “female prostate,’ and many have 
been found to contain concretions. Lymphatic 
drainage of the female urethra is to the deep 
inguinal, external iliac, and hypogastric nodes and 
is similar in arrangement to the lymphatics found 
in the posterior urethra of the male. Arterial sup- 
ply is from branches of the inferior vesical and 
internal pudendal arteries with the veins draining 
to the pudendal and vaginal plexes. An especially 
rich nerve supply is present from the hypogastric 
sympathetic plexus and the sacro-pudendal plexes. 
The sole function of the urethra is the conveyance 
of urine from the urinary bladder to the outside. 
The female urethra, in its entirety, corresponds 
to the posterior urethra of the male. The struc 
ture, innervation and blood supply of the urethral 
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wall, and the adaptability to the function of 
micturition are practically identical in the two 
exes. The female urethra is in close proximity 
to the organs of the generative tract and is extre- 
mely susceptible to trauma and also to inflam- 
mation, from continual bathing’ by secretions 
arising from the vaginal mucosa and the uterine 
cervix. The urethral meatus is poorly protected 
from generative tract secretions and also from con- 
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owerful 
ogenital 
rethra is 
tinuous 
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tamination of the rectum, for it is practically wide 
open, or extremely patulous, and lacking protec- 
tion from the labia. The female urethra, from the 
diaper stage of life to old age, offers easy access to 


val cell ; : : i 
| 4. gotganisms present in the region to gain entrance 
thelium ; 
to the bladder and then to the upper urinary 
relaxed shit 
med by 
ra itself : . 
Classification 
ts inner 
imerou’ There are many different methods that have 


tus are been used to classify diseases of the female urethra: 
ar coat, (1) acute inflammations, (2) chronic inflamma- 
third off tions, (3) stricture of the urethra, (4) urethral 
external caruncles, (5) prolapse of the urethra, (6) ureth- 
usuallyfral diverticulum, (7) urethrocele, (8) foreign 
urethra—™ body of the urethra, (9) urethral injury, (10) 
urethra congenital diseases of the urethra, (11) venereal 
These diseases, (12) carcinoma of the urethra. This 
lateral probably is the most complete classification, but 
irroundfit can be condensed to anomalies, infections, 
ve been tumors, and injuries, as with other organs. 
of thf Urethritis, in general, may be classified accord- 
» inves ing to age: 
in the 
ds may§ 1. Urethritis in infancy and childhood is classi- 
rise tof fied on the basis of anomalies of the urethra, 
y havef§specific or non-specific vaginitis, soiled diapers 
nphaticfand poor perineal hygiene. 
e deep 2. Urethritis in the child-bearing period is most 
des and common and includes a large number of the pa- 
s foundi tients seen by the urologist. Ascending urethritis, 
ial sup: occurring just before, during, or shortly after the 
‘al and menstrual period is seen frequently because of the 
raining change in the vascular supply of the pelvis at this 
pecially time, with less resistance to infection, as well as 
gastric the continual bathing of the urethral meatus in 
plexes. ithe menstrual flow which affords an excellent cul- 
oor lure media for any organisms present. The trauma 
outside. and secretions of pregnancy, labor and delivery, 
esponds definitely play a part in producing a urethritis. 
> struc-BThe patient with so-called “honeymoon cystitis,” 
irethral undoubtedly has symptoms from the trauma which 





[EDICINEM JuLy, 1958 


occurs during intercourse followed by a secondary 
infection. In addition, there is lymphatic com- 
munication between the cervix and base of the 
urinary bladder offering a further route for en- 
trance of infection to this area. Urethritis occur- 
ring in the post-partum period and post-operative 
phase of hospitalization often results from trauma 
by catheterization, or by placement of an indwell- 
ing catheter, with trauma to a latent urethral focus 
of infection or direct introduction of infection. 


3.. The menopausal female with the usual 
changes of epithelium in the generative organs 
and other organs of the pelvis, is particularly sus- 
ceptible to urethritis. 

4. A post-menopausal patient, with senile vagi- 
nitis and poor tissue resistance, is also a potential 
candidate for urethral disease. 

Acute and chronic urethritis at any age may be 
associated with cystitis, trigonitis, occasionally 
upper urinary tract infection, or an extra-urinary 
infection. 

Diagnosis 

The usual office work-up for the patient with 
symptoms of disease of the female urethra should 
begin with an adequate history, not only of the 
urinary system, but of the general systems as well. 
In addition to pain in the suprapubic region, 
lower back, lower abdominal quadrants and thighs, 
the urethra may be suspected as a source of other 
common symptoms: frequency, urgency, dysuria, 
incontinence, straining, discharge, voiding with 
effort and sensation of incomplete emptying. In 
the male with these symptoms one would imme- 
diately look to the urethra as the source of trouble. 
The same applies to women. Folsom and Alex- 
ander* state that “any pain within two feet of the 
female urethra which does not seem to be ade- 
quately accounted for by some definite pathology, 
should be suspected of being due to the urethra.” 

Physical examination should not be limited only 
to the urethral area, but should include a com- 
plete examination. Examination of the urethra 
through the anterior vaginal wall should be done 
whenever a vaginal examination is carried out, 
and not just in suspected urethral disease. The 
normal urethra feels much like a semi-rigid tube, 
one centimeter in diameter, along the central por- 
tion of the anterior vaginal wall originating at the 
base of the bladder outlet and terminating in a 
vertical slit-like meatus five millimeters in diameter 
about two centimeters below the clitoris and above 
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the external vagina. One may be impressed that 
the normal urethra is thickened until some experi- 
ence is gained. 

Particular attention should be given to the 
external urethral meatus. With the examining 
finger in the vagina and then stripping the length 
:of the urethra, one should search for and note 
secretions at the meatus. Occasionally one may 
see the orifices of dilated ducts at the external 
urethral meatus from the glands of Skene which 
may show an egress of purulent material upon 
expression of the urethra. A microscopic study of 
the secretion, including Gram and methylene blue 
stains, and culture of the material with sensitivity 
studies should be done. Vaginal examination by 
speculum and digit and with microscopic and cul- 
tural studies of the vaginal secretions is mandatory. 
Rectal examination and bimanual examination 
should be included. A catheterized urine specimen 
should be obtained with a well-lubricated catheter, 
and this too should be subjected to complete study. 
At one of the visits, measurement of the residual 
urine should be made, and this specimen should 
also be thoroughly appraised. An _ excretory 
urographic series may show chronic changes from 
asymptomatic ascent to kidney or ureter, from pre- 
vious lower urinary tract disease, but most often 
it will be normal. Anomalous kidneys and ureters, 
particularly with duplication, may indicate, or lead 
one to suspect, emptying of one of the anomalous 
ureters into the urethra itself. Suspicion of this 
abnormality should be high in the incontinent 
female child. The most important phase in the 
study of the female urethra is urethroscopy with 
a cystoscopic examination as well. Much can be 
accomplished without it, but eventually it must be 
done. The urethroscope reveals a positive diag- 
nosis, for in many cases the microscopic examina- 
tion of the urinary sediment is negative. 


Acute Inflammation of the Urethra 


The etiology may be one or several sources. 
Acute Neisserian infection in former years was a 
common source, however, in this section of the 
country the incidence of venereal disease is very 
low. Trauma of a catheter, douche tip, or of inter- 
course may produce an acute inflammatory reac- 
tion. Chemical inflammation, secondary to instilla- 
tion of various medications, must be considered. 
Dietary indiscretions with large amounts of caf- 
feine, alcohol-containing beverages, heavy use of 
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condiments, and certain fruits, particularly toma. 
toes, may produce an acute reaction. The mucosal 
surfaces of the urethra are not unlike other organs 
which manifest themselves as shock organs to cer- 
tain allergenic substances. Post-instrumentation 
inflammation of the urethra is common, particu. 
larly in the post-partum or post-operative periods, 
when the patient has been catheterized for an 
acute urinary retention. The exploring, investiga- 
tive, erotic male or female, may place a bobby 
pin, glass rod, or other foreign body in the urethra. 
Interstitial type inflammatory reaction of the 
urethra may occur in the patient with a latent 
focus of infection in a paraurethral gland which 
may come out of.a dormant state spontaneously. 
The genital origin of acute inflammation seen 
from the trauma of intercourse, and/or from the 
secretions of the generative tract containing bac- 
teria, or the flagellate Trichomonas vaginalis, is 
Poor personal hygiene and im- 
proper cleansing maneuvers after bowel move- 


most common. 


ments, Or micturition, easily produce an acute 
infection. 


Symptoms are those of vesical irritability with 
marked frequency, dysuria, nocturia, urgency, and 
sensation of relief, usually after voiding. Symptoms 
are not constant in all patients, and the course 
may be from one to several days with relief at 
varying intervals. It must be remembered that 
“pain from the urethra may be distributed to any 
area within two feet of the urethra itself.”* Many 
of these patients are extremely nervous and some 
suffer more from the nervousness than from the 
vesical neck irritability itself. The nervous reac- 
tion is usually related to the severity of the symp- 
toms. The findings on vaginal examination may 
reveal a tender, slightly thickened urethra, with 
tenderness at the urethral-vesical juncture. If the 
disease is due to a Neisserian or a Trichomonas 
infection, these organisms will be found on study 
of the urethral or vaginal secretions, and some- 
times in the urine. The urine itself may be com- 
pletely negative, and at the time of urethroscopic 
study a generalized hyperemia and edema of the 
mucosa of the urethral lumen will be found. 


Treatment is simple, and if the etiology is 
specific, medication for the organisms found on 
the culture and sensitivity study can be used 
together with forcing fluids, hot sitz baths, warm 
saline douches, a bland diet with no caffeine oF 
alcoholic beverages, and no sexual activity. If the 
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etiology of acute inflammation of the urethra is 
from some source other than infection, eradication 
of the factor, together with the above described 
regimen will usually suffice. Treatment should 
be too long rather than too short,.in order to 
avoid recurrence. Cervico-vaginal foci must be 
eliminated, and perineal cleanliness stressed. 


Chronic Inflammation of the Urethra 

Chronic inflammation of the female urethra is 
usually seen in middle life and may have an obscure 
cause, but usually there is history of a prior acute 
episode. This type urethritis is the source of most 
annoying and occasionally totally disabling symp- 
toms. The etiological factors producing the acute 
episode are those just mentioned which are not 
completely eradicated with 
changes in the urethra producing the chronic 
phase. It is frequently due to secondary changes 
from a chronic cervicitis or vaginitis, specific or 
non-specific. Mucosal changes of hyperplasia of a 
granular or “cobblestone” appearance are seen 


subsequent _ tissue 


together with fibrosis of the mucosa and_sub- 
mucosa. The paraurethral glands are infected. 
The hyperplasia of the mucosa may be so marked 
that the lumen will be almost completely occluded. 
The symptoms and treatment are essentially the 
same as the acute stage. In addition, to eliminate 
the granular hyperplasia and to stretch the fibrosed 
urethra and establish drainage from the para- 
urethral ducts and glands, the patient will benefit 
by weekly, gentle, serial urethral dilatations, mas- 
sage of the urethra over an inlying sound, and 
instillation of Y per cent silver nitrate, or 0.6 
per cent Furacin with the use of Furacin urethral 
suppositories (containing 2 per cent diperodon 
hydrochloride, an anesthetic agent). Ten per cent 
silver nitrate, applied under vision, through a 
urethroscope, may be necessary, or in the stubborn 
case, electro-fulguration may be required. Cervico- 
vaginal foci must be eliminated, and_ perineal 
cleanliness stressed. 


Stricture of the Female Urethra 

Stricture of the female urethra may be either 
congenital or acquired. Congenital strictures of 
the female urethra, contrary to the general impres- 
‘ion, are quite common and are found at the 
‘xternal urethral meatus consisting of a circular 
band of resistant tissue, probably originating from 
fetal remnants of the cloacal membrane. The 
stricture may be traumatic in origin, or a sequelae 
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of chronic urethritis with periurethral fibrosis and 
contracture of the urethra. Obstruction may be 
only partial, but it may occasionally be almost 
complete and represent a definite etiological factor 
in many infections of the female urinary tract 
because of poor drainage of the urinary output. 
A collection of residual urine with subsequent 
bladder damage follows. Symptoms arc those of 
an acute urethritis, accompanied by straining dur- 
ing micturition with a sensation of incomplete 
emptying in the long established stricture. Treat- 
ment is meatotomy and follow-up serial dilatations 
to prevent recurrence, together with the regimen 
for acute and chronic phases of urethritis. 


Urethral Polyps 

Urethral polyps, pedunculated, or the sessile 
“tab-like” polyps are very common in the female 
with long standing chronic urethritis and may 
form in any part of the canal, but are especially 
frequent in the proximal third of the urethra and 
at the bladder neck. They vary in size from a thin, 
villus thread with a central vascular supply to 
4 to 5 millimeters in diameter. Some have mul- 
tiple villus fronds resembling a papilloma. A polyp 
may reach such size that it may extrude from the 
external urethral meatus. A history of long stand- 
ing cystitis and urethritis is usually noted. The 
symptoms are those of vesical neck irritability, 
and occasionally the patient may note a sensation 
of continual pressure in the area of the urethra as 
well as a feeling of incomplete voiding. Pyuria 
and microscopic hematuria are fairly frequent, but 
in many instances a completely negative urinalysis 
will be found. The diagnosis is made by urethro- 
scopic study. Treatment of the patient with 
urethral polyps is the regimen for chronic urethritis 
with specific medication for the organisms found 
on culture and sensitivity studies. In many pa- 
tients light fulguration or transurethral resection 
of the polyps may be required, with follow-up 
urethral dilatation and instillation. In the meno- 
pausal and post-menopausal patient, the use of 
estrogenic vaginal cream has proven to be of 
benefit, particularly in the prevention of recur- 
rence. 


Urethral Caruncle 
A urethral caruncle is a friable, sensitive, vascu- 
lar tumor, usually seen in the middle-aged or 
elderly female. The tumor is usually on a pedicle, 
freely movable, and bleeds very easily to touch. 
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gynecologist. It is the best known and least under- of the adherent structure of the urethral mucos ff she 
stood lesion of the female urethra. The etiology to the connective tissue layer permitting down. expre 
is obscure, but it is probably a_ hyperplastic ward and outward extrusion with the propulsive ff cloud 
response to infection and frequently associated force of each voiding. Urethral prolapse in chil. § and 
with chronic cystitis, granular urethritis, and dren should not be confused with a prolapsed diagr 
chronic cervico-vaginitis. It is very commonly seen ureterocele. Complaint of a painful, protruding the 1 
with chronic Trichomonas vaginitis. The true mass, bleeding, producing difficult urination, and § appe: 
caruncle is a vascular, raspberry-like tumor, 1 to occasionally acute urinary retention may be de. expré 
10 millimeters in diameter or larger, found at the scribed. The diagnosis is made on inspection and §f follo 
posterior lip of the urethral meatus. It is not a finally by examination of the tissue removed micro. § tory. 
true neoplasm, nor is it a pre-cancerous lesion. scopically. There are several different methods of J some 
However, these lesions may co-exist and every treatment, but the most successful is circular cathe 
caruncle should be examined histologically to excision, or circumcision, of the prolapsed mas, § doub 
exclude the possibility of carcinoma. A typical followed by serial dilatations. Cauterization has blad 
caruncle is most often of angiomatous character been successful in many instances by the stellate § uretl 
and without glandular elements. coagulation method using deep radial strokes in with 
The patient may have no complaints, or symp- the various quadrants of the protruding mass. for } 
toms may vary from slight pain during micturition ian talk is Wiaidiin Cteaihian -_ 
and coition, to severe pain during urination with hae disay 
Diverticulum of the female urethra has become ff «4, 


frequency, and occasional bleeding usually noted 
on the post-voiding tissue. Diagnosis is made on 
inspection and confirmed by histological examina- 
tion of the removed tissue. Treatment is removal 
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awareness of the condition. Physicians who search 
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Urethral diverticula may be confused with lesions 
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electrode, with follow-up serial dilatations of the a Y a F 
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urethra and the use of estrogen vaginal supposi- : ae ‘ith 
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tories or estrogen cream. As in all urethral disease, 

, ; : eae : through the mucosa of the urethral lumen at af com 
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. point weakened by trauma, or by rupture into the F ‘bu 

neal hygiene stressed. of t 
urethral canal by a paraurethral abscess or a r 
retention cyst. This progresses in size with thef 's a 
Prolapse of the Urethra constant force exerted by the urinary stream} Pelv 
Prolapse of the female urethral mucosa may be Diverticula have been found in the fetus, infant, J "ct 
partial, or involve the complete circumference of and young virgins,’all with no history of urinary J ‘et 
the external urethral meatus. It is characterized infection. These may be congenital type diver- beco 
by an eversion or rolling out of the urethral ticula, secondary to occlusion of a paraurethral fit 
mucosa through the external urethral meatus duct with the accompanying gland continually J % m 
forming a rosette of tissue at the external meatus. capable of secretion, or from faulty union of of a 
Size of the mass depends on the extent of the primitive urethral folds, or from Wolffian duct wall 
prolapse, and not infrequently one sees minor remnants. Diverticula more commonly result from uret] 
phases of redundancy with only partial protrusion injury to the urethral mucosa due to mechanical § Scop 
as the first stage of development of extensive pro- trauma, cystoscopy, the passage of calculi, or pro- § Pour 
lapse. In many instances of limited eversion or longed infection. Diverticula usually become in- J Pou 
redundancy with proliferative change, the lesion fected and form chronic indurated abscess masses, J th 
may be mistaken for a caruncle. The mass may in turn, producing urethral and vesical infection. § re 
be so large that the external urethral meatus may Many have been found containing calculi and § tion 
be completely obliterated by a large, red, pulpy, some have become completely cut off from the the 
mass, and it may be impossible to catheterize the urethral lumen forming a cystic structure. uret| 
bladder. Prolapse may follow removal of a car- The patient usually complains of frequency, forn 
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burning, dysuria, dyspareunia, occasionally gross 
hematuria, and occasionally, hesitation in the 
urinary stream. One patient voided easily and felt 
she emptied her bladder, but she could always 
express a few cubic centimeters of urine, usually 
cloudy, upon placement of a finger in the vagina 
and massaging the anterior vaginal wall. The 
diagnosis is made by finding a midline pouch in 
the mid-third of the urethral-vaginal wall which 
appears as a fluctuant mass. The examiner can 
express pus and urine on stripping the urethra 
followed by disappearance of the mass. Confirma- 
tory evidence is obtained by urethroscopy, and, in 
some instances, the orifice can be visualized and 
catheterized. A urethrogram may be made with a 
double-bulbed catheter, with one bulb in the 
bladder and the other flush up against the external 
urethral meatus, and visualizing the diverticulum 
with injected radiopaque media. The treatment 
for permanent cure, requires excision. However, 
small diverticula have become asymptomatic and 
disappeared by massage of the urethra over an 
indwelling urethral sound, coupled with chemo- 
and antibiotic therapy, sitz baths, 
douches, and abstinence from sexual activity. 


cleansing 


Urethrocele 

Urethrocele is usually termed as a wide-mouthed 
diverticulum or pouch that communicates widely 
with the urethra, wheras true diverticuli usually 
communicate with the urethra by a narrow or 
tubular opening. Urethrocele is usually the result 
of trauma incident to pregnancy and delivery, and 
is accompanied by generalized relaxation of the 
pelvic floor with formation of a cystocele and 
rectocele. The symptoms are those of stress incon- 
tinence, unless the area of the urethrocele has 
become infected, and then symptoms of vesical 
irritability are present in addition. The diagnosis 
is made by vaginal examination with the finding 
of a pouch-like deformity of the anterior vaginal 
wall in the region of the posterior half of the 
wethra. This is further confirmed by urethro- 
scopic study at which time the wide-mouthed 
pouch is visualized. It may present itself as a true 
pouch, or merely as a relaxed floor of the urethra 
in the region of the pouch formation. Treatment 
is repair of the cystocele and rectocele with resec- 
tion of the pouch, if large, otherwise the use of 
the so-called “Kelly stitch” with plication of the 
urethra and vesical neck may prove to be the only 
form of surgical treatment necessary. 
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Injuries 
Injuries of the female urethra, apart from those 
acquired at childbirth, are extremely rare, because 
of the location of this structure beneath the pubic 


arch. Straddle injuries, and rupture, or puncture 
of the urethra by fragments of fractured pelvic 
bones are occasionally reported, but are infrequent 
in comparison to the incidence found in the male. 
The canal itself is short, straight, and instrumental 
injury is unusual. The urethra may be injured 
during coition, and surgical injuries with forma- 
tion of fistulae are occasionally seen. Insertion 
of foreign bodies may produce mucosal tears or 
complete penetration of the wall of the urethra. 
The accidents of labor, with severe and prolonged 
pressure, may produce contusions or tears in the 
muscle fibers and mucosa. During delivery, the 
urethra itself may be torn and occasionally com- 
pletely avulsed with the use of obstetrical forceps. 
Treatment of severe injury to the urethra must 
first be attended by diversion of the urinary stream 
by a supra-public cystostomy. Usually the contu- 
sion or tears of the mucosa will heal, with place- 
ment of a splinting, indwelling catheter for several 
days, plus generous use of chemo- and antibiotic 
therapy. Follow-up urethral dilatations are a must. 


Venereal Disease 

Gonorrhea in the female is predominently a 
gynecological problem. However, the urethra 
is frequently involved, either primarily or, most 
often, secondarily from the genital tract. The 
disease is transmitted by sexual intercourse, but 
may be contracted by contact with infected fingers, 
linen, and other articles, especially in female chil- 
dren. In adult females, the cervix is most fre- 
quently the site of the primary infection, the 
urethra next, and the Bartholin’s and Skene’s 
glands follow. The urethra is usually infected sec- 
endarily from the bacteria in the vaginal dis- 
charge. The entire urethra, as well as the trigone, 
is likely to be involved, and a gonorrheal-type 
cystitis does occur. Chronic infections these days 
are relatively uncommon because of the effective 
use of antibiotics and other chemo-therapy. In 
female children, Neisserian urethritis and cer- 
vicitis are infrequent, and the infection is usually 
confined to the vagina and vulva. , 

Symptoms of urethro-vesical gonorrhea are 
those of vesical irritability with urethral discharge 
In children, the 
initial complaints usually are itching and burning 
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and occasionally hematuria. 














about the genitals from a purulent discharge. The 
labia are usually swollen and may be stuck to- 
gether by the discharge which is formed. Diag- 
nosis is made by the microscopic study of urethral 
and vaginal smears of the discharge after suitable 
staining. Treatment with massive doses of peni- 
cillin and sulfonamides, controls the infection and 
follow-up urethral dilatation will prevent the 
complication of urethral stricture. A Wassermann 
should be done as soon as the diagnosis is made, 
before penicillin is used, and the patient must be 
cautioned that frequent serologic tests for syphilis 
should be carried out for several months follow- 
ing the original infection to be certain that a pri- 
mary lesion has not been masked by the use of 
the antibiotic. Vaginal suppositories containing 
estrogenic substance are advised in children in 
addition to chemo-and antibiotic therapy. 

Chancre of the female urethra is of less fre- 
quent occurrence than in the male, and it is most 
likely found at the meatus or in the anterior 
portion of the vaginal canal. Gummatous ulcers 
of the vulva may undermine and destroy the 
urethra, but these are practically unheard of to- 
day. 


Trichomonas Urethritis 


Trichomonas vaginalis is a common offender 
today and may be classified by some as a venereal 
disease. Minute red dots are. seen around the 
external urethral meatus and in the vestibule in 
the early stage, but most often a chronic odorifer- 
ous white discharge appears from the urethra. 
Urethral infection from this organism originates 
from cervico-vaginal foci which originally came 
from the rectum, and a cycle of re-infection by 
the male partner is to be expected. 

The chief symptoms are local itching and 
burning, and a profuse frothy vaginal and urethral 
discharge. Palpation of the urethra reveals ten- 
derness and thickening, and the patient complains 
of severe urgency, frequency, and burning on 
urination. The cystoscopic picture is not pathog- 
nomonic, however, with invasion of the urinary 
bladder, the mucosa has a fluffy, granular ap- 
pearance and may show bullous edema. The so- 
called “strawberry” trigone, in which the mucosa 
has a rough appearance, with numerous, small, 
circumscribed hemorrhages may be seen. Flagel- 
lates are easily detected when present, and a def- 
inite diagnosis can be made only after the or- 
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ganism is seen. Treatment of the cervico-vaginal 
foci is directed toward changing the pH of the 
vaginal secretions to the acid side, and the use 
of the many flagellacides which are now ayail- 
able. Follow-up care with urethral dilatation and 
instillation is required for the secondary prolifera. 
tive formation of heavy granulation tissue of the 
involved urethra. Bladder involvement responds 
to irrigations with achroflavin, silver nitrate, Urol- 
ocide, or Achromycin. The male partner must 
always be suspected of harboring the flagellate 
and examined with this in mind. 


Verruca Accuminata 

Verruca accuminata has been reported involy- 
ing the urethra. The so-called “venereal wart” is 
transmitted by sexual intercourse but may be ac- 
quired without such social contact. Symptoms 
may be non-existant other than for the presence 
of a palpable deformity in the region of the exter- 
nal urethral meatus. These are treated by ex 
cision, or probably best by fulguration rather than 
podophyllin. 


Urethral-Vaginal Fistula 

Urethral-vaginal fistula is rather rare. Wide- 
spread destruction of the entire base of the blad- 
der and consequently the urethra, due to ob- 
stetrical injury, irradiation sequelae, or malignant 
disease, occurs infrequently. These fistulae are 
extremely difficult to close in the latter two in- 
stances, and are probably best treated by some 
type of diversion of the urinary stream. Urethral- 
vaginal fistula may follow excision of urethral 
diverticulum, however these fistulae, if small, may 
close spontaneously, providing diversion of the 
urine by indwelling urethral catheter is carried 
out. Rupture of an abscess of a paraurethral duct 
or gland into the urethra and vagina or incision 
of a suburethral abscess may produce a fistulous 
tract. 


Anomalies 

Absence of the urethra in the female has been 
reported, usually in conjunction with other marked 
congenital anomalies such as extrophy of the blad- 
der. Partial formation of the urethral walls with 
atresia has been observed. A few cases of partial 
or complete duplication of the urethra are on 
record. These bifurcated canals must be dis- 
tinguished from fistulous tracts. Congenital ure- 
thral valves probably occur rarely. 

Anomalous urethral orifices in the urethra are 
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sometimes seen. This anomaly causes incontin- 
ence in females much more often than in males 
for the anomalous orifices are likely to be within 
the sphincteric mechanism of the male. This 
anomaly should be suspected in, the incontinent 
female. 

Hypospadias in the female is common and in 
no sense similar to hypospadias in the male. Ordi- 
narily the urethra opens in the vestibule one 
half way between the clitoris and the anterior 
vaginal wall, but when it opens into the edge 
or directly into the vagina, as in hypospadias, it 
is more susceptible to ascending infection. Per- 
sistent cloaca is extremely rare. 


Rare Diseases 


Infection of the female urethra by tubercle 
bacilli is extremely rare. 

Urethral calculi are usually secondary types. 

Benign papillomas are occasionally encountered 
and they usually are found just within the meatus. 
Adenomas of the female urethra are uncommon 
and appear as painless nodules within the urethral 
meatus. Benign tumors originating in connective 
and muscular tissue are rare. The papillomas, 
adenomas, and benign tumors usually cause symp- 
toms of obstruction and are best removed with 
electro-cautery. All urethral lesions should be 
microscopically examined. 

Primary carcinoma of the female urethra is 
rare, but becoming more common because of the 
awareness that some “caruncles” are not caruncles 
as suspected, but actually a true carcinoma. It 
is usually found at the junction between the tran- 
sitional epithelium and stratified squamous epithe- 
lium. Squamous cell type is the most common, 
but adenocarcinoma originating from glandular 
structures is observed. ‘Sarcoma is very rare, 
however the urethra is the most frequently in- 
volved of all the urinary tract organs by melan- 
oma. The treatment for carcinomas, sarcomas, 
and melanoma is disappointing, with radical ex- 
cision of the urethra and bladder with diversion 
of the urine by uretero-sigmoidostomy or ileal- 
segment transplant providing some measure of 
comfort before death. The high degree of malig- 
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nancy of these tumors, the late stages at which 
they are first seen, and the age of the patient all 
contribute to a poor prognosis. 

Secondary carcinoma of the urethra is not un- 
usual and many malignancies of bladder, cervix, 
vagina, vulva, and uterus may involve the urethra. 
These are incurable, miserable lesions and may 
best be treated by palliative measures directed at 
comfort for the patient by urinary diversion. 


Summary 


1. The urethra is partly or completely respon- 
sible for a large percentage of urinary disturbances 
in females. 


2. Urethral disease in women and girls is often 
overlooked or neglected, particularly when the 
disease process fails to reflect positive urine find- 
ings. 

3. Symptoms of urethral disease are generally 
of greater magnitude than the extent of disease 
found. 


4. The most common lesions of the urethra are 
reviewed. In some, the diagnosis may be made by 
inspection and/or palpation. In others, urethro- 
cystoscopic study is required for positive diagnosis. 

5. A general treatment outline for these diseases 
is given. 
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The Use of Hydrocortisone in Dysfunction 
of the Temperomandibular Joint 


Dramatic relief of pain where least expected. 


yon PATIENT who complains of pain about 
the face, head and neck is common in a 
neurosurgeon’s office. Tic douloureux is appar- 
ently adequately treated. True migraine, tem- 
poral arteritis, and histaminic cephalalgia are 
among the other well recognized causes of uni- 
lateral head pain. Dysfunctions of the tempero- 
mandibular joint apparently are the basis for 
many cases of atypical facial pain as first stressed 
by Costen in 1934,! and yet this condition is not 
discussed frequently by the medical profession 
and apparently Costen’s syndrome is still being 
overlooked. Until the past year when I began to 
use hydrocortisone injections, I was never too sure 
of this diagnosis myself. 

The recognized treatment of this condition is, 
of course, the restoration of the bite by dental 
prosthetics. Relief of pain is experienced only 
gradually over a period after the joint pathology 
has been corrected in this way. For a man en- 
gaged in a specialized referral practice, the good 
results tend to be lost from view. As a corollary 
of this, the bad results of dental treatment for 
vague types of facial pain are soon belligerently 
presenting themselves again whether the cause be 
due to misdiagnosis or inadequate restoration of 
the bite. For these reasons the diagnosis of tem- 
peromandibular joint dysfunction was formerly 
made with some misgivings. 

The injection of hydrocortisone into the joint 
gives relief of pain immediately or in a few hours 
and this pain relief lasts three to four weeks and 
often longer. This then provides both the doctor 
and the patient with proof of the diagnosis and 
also gives the patient relief from this pain while 
his dental work is being done. Perkey first de- 
scribed hydrocortisone injections into the tempero- 
mandibular joint in 1955. 


Presented as an inaugural thesis before the Minne- 
apolis Academy of Medicine, October 15, 1956. 
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Based on a brief (but pleasing) experience with 
this technique, I began rather dogmatically in- 
jecting hydrocortisone into the tempormandibular 
joint of every case of atypical facial pain and in 
many of the atypical cephalgias. This is a report 
of six months’ experience. There were twenty- 
three of these patients and eighteen of them ex. 
perienced relief of pain. Thirteen of these cases 
were predictable, that is, the diagnosis of tempero- 
mandibular joint dysfunction was suspected be- 
fore the injection. In five of them, however, the 
relief was a pleasant surprise. In the five who 
had no relief, no ill effect seemed to have been 
encountered. 


The temperomandibular joint is essentially a 
hinged joint but movement is possible in all di- 
rections except rotation. The head of the condyle 
is in approximation with the glenoid fossa but 
separated from it by a cartilagenous disc. This 
disc is attached to the joint capsule which is 
rather loose and permits wide excursions of the 
head of the condyle. Actually, the mandible 
hangs loosely from the rest of the skull but is 
supported by the sling of soft tissues consisting 
of the muscles and joint capsule. The muscles 
that act on the joint are the internal and external 
pterygoids and the masseter and the temporal 
muscles. The joint is directly ahead of the exter- 
nal ear canal and the chorda tympani nerve 
passes near it as do the branches of the man- 
dibular nerve (especially the auriculotemporal 
which winds around the neck of the condyle be- 
fore it ascends ahead of the ear). In such an area, 
the possibility for widespread referral of pain is 
likely although there is some dispute as to the 
mechanism.*~® 


The types of discomfort associated with the 
dysfunction of the temperomandibular joint can 
be divided into three groups, namely: (1) arth- 
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ritic pains, (2) muscular pains, and (3) neuralgic 


pains. 

The first is local discomfort with association of 
actual arthritis and cartilagenous changes in the 
joint. I have treated none of these cases. I have 
seen several patients in passing who complained 
of snapping and creaking and apparently inter- 
mittent subluxation of the joint and these were 
referred to their respective dentists for treatment. 
I have seen no other patients who are able to 
spontaneously refer their pains directly to the 
temperomandibular joint. I would imagine that 
such patients would immediately seek the help of 
their dentist or oral surgeon or possibly the otol- 
ogist and not be referred to the neurosurgeon’s 
office. 


It is also interesting to note that of the fifteen 
of these patients who had x-rays taken, joint pa- 
thology was noted in only one. Sharp limitation 
of motion of the joint was noted twice and in- 
creased motion of the joint noted three times. 
Of course, degenerative changes are widely re- 
ported as occurring in the temperomandibular 
joints but amongst a group of patients with 
atypical facial pain as seen in a neurosurgeon’s 
office, the confirmation of the clinical diagnosis 
by Roentgen rays was disappointing. It is also 
interesting that ear complaints, thought to be 
due to subluxation of the condyle backwards, 
pressing on the middle ear structure, were incon- 
spicuous in this series of patients. Costen® reports 
that impaired hearing and tinnitus were very 
frequent but this was a complaint of only one of 
our patients in addition to the facial pain. Both 
complaints were relieved by the hydrocortisone 
injection. Again I would imagine that patients 
with such complaints would be seen and treated 
by the otologist first. 


The second group of patients are those who 
have pain apparently from tension upon the mus- 
cles surrounding the joint. That there is im- 
balance of muscular action in cases of malocclu- 
sion has been shown electromyographically by 
Perry and Harris. Ordinarily in normal indi- 
viduals, the temporal and masseter muscles func- 
tion synchronously, the temporal muscle coming 
into action just before the masseter. In cases of 
malocclusion the synchronous action of the mus- 
cles about the jaw is lost and often the masseter 
seems to be having its contraction before the 
temporal muscles begin. It is felt that the lateral 
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pterygoid and the temporal muscles are over 
stretched in cases of malocclusion and the over- 
stretching causes increased tonus, all resulting 
in aching pain in the area of the muscle. The 
cases of aching pain over the side of the head, 
over the eye, and across the bridge of the nose are 
thought to be due to improper stretching of the 
temporal muscle, while the pain that is referred 
deep behind the eye or down into the tonsillar 
fossa or the throat, is felt to be due to involve- 
ment of the lateral pterygoid muscle. The con- 
fusion with glossopharyngeal neuralgia arises in 
this group. 

There were thirteen patients in whom I strongly 
suspected the diagnosis before the injection of 
hydrocortisone was made and they make up this 
group with pain referred from the involved mus- 
cle. They all had tenderness over the tempero- 
mandibular joint. It was unequivocal. They all 
had obvious malocclusion. Eight of them gave a 
history of pain over one year’s duration which was 
mild when it began but after a few teeth had been 
pulled in an effort to relieve the pain, the syn- 
drome really began in earnest. The pulling of 
teeth would seem to accentuate the malocclusion 
but there must be some people who are benefited 
by the extraction of teeth in such a situation be- 
cause the practice is so widespread. We probably 
are seeing the patients who don’t get a satisfactory 
dental prosthesis made for one reason or another. 
Three of these cases were post-traumatic. They 
had obvious malocclusion and irregularities in 
the movement of the jaw. Possibly they might 
have survived the trauma without residual pain 
had not the pre-existing dental problem existed. 

The third group is the type of person whose 
major problem or complaint is of the neuralgic 
type of pain. All of these had a mild constant 
aching pain in the cheek which was secondary to 
the severe flashes of neuralgic pain. There is some 
dispute as to whether there is any direct com- 
pression or stretching of nerves. Two of these 
patients had sharp radiating pains into the lateral 
side of the pharynx and pain referred into the 
ear. These pains were initiated by chewing and 
there was no trigger zone found over the distribu- 
tion of the glossopharyngeal nerve. Another one 
of these had primarily a burning, tingling pain in 
the lateral side of the tongue which would be 
worsened by chewing or by pressure over the 
temperomandibular joint. Another had a real 
trigger zone within the hair line and this was 
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apparently an involvement of the auriculotem- 
poral nerve. Another patient, who had. had a 
tumor at the angle of the jaw removed, had wide- 
spread facial aching pain but also had a bona fide 
trigger zone in the pinna of the ear which caused 
radiation of the pain into the ear and into the 
throat. All of these patients had obvious mal- 
occlusion. They all had some element of aching 
pain in the cheek. In only one could I reproduce 
the neuralgic pain by pressure on the tempero- 
mandibular joint. However, they were all dra- 
matically relieved by injection of hydrocortisone 
into the temperomandibular joint. 

It is to be noted that several of the patients 
in the second group, who had predominantly 
muscular pain, had occasional flashes of neu- 
ralgic pain that couldn’t be reproduced. These 
seemed to be mostly in the mandibular division. 

Of the five people injected with hydrocortisone 
who experienced no relief, one of these turned 
out to have a glossopharyngeal neuralgia with a 
trigger zone in the base of the tonsillar fossa that 
was first overlooked. Another one had apparently 
a condition that Costen calls a masseter tremor. 
She had had an attack of chorea with rheumatic 
fever seven years: previously and has been very 
nervous and agitated since. She had a fairly typi- 
cal distribution of aching pain over the temporal 
and masseter muscle. There was tenderness over 
the- temperomandibular joint. However, she had 
a rhythmical tremor of both masseter muscles and 
Costen has found in such cases with a masseter 
tremor, that treatment of any kind is of no avail. 
No relief was accorded the other three patients 
and the proper diagnosis is not clear. 

There is another interesting case which is not 
included in the series because the patient didn’t 
have atypical facial pain. He really seemed to 
have a typical trigeminal neuralgia of the infra- 
orbital nerve with a typical trigger zone at the 
edge of the nostril. He had tenderness over the 
temperomandibular joint and a malocclusion. A 
hydrocortisone injection to the joint reduced the 
pain considerably and a repeat injection three 
days later relieved it entirely. This was very sur- 
prising but there are two other cases not in the 
series also that led me to inject the temperoman- 
dibular joint in what seemed to be a real tic 
douloureux. Those patients had real trigeminal 
neuralgia also, one with a trigger zone in the upper 
lip and one with a trigger zone in the lower lip. 
Using absolute alcohol, I injected the infraorbital 
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nerve in the first case and the mandibular nerye 
in the second, producing appropriate anesthesia 
and relief of the trigger zone and the neuralgic 
pains. Following the relief of the neuralgic pains, 
both patients complained a week later of aching 
over the cheek and there was tenderness over the 
temperomandibular joint. Hydrocortisone injection 
into the joint relieved this pain. I hold no brief 
for temperomandiular joint dysfunction as the 
etiology of tic douloureux. However, many of 
these patients have had teeth removed and will 
have malocclusion so that there will be ample 
justification to pursue this thought further. 

The technique of injection is rather easy and 
I think its use should be widespread. In most of 
these cases, the joint is extremely mobile and as 
the patient opens his mouth about half way, the 
head of the condyle can be seen moving out of 
the glenoid fossa. After cleaning the skin with 
alcohol, a 23-gauge needle is inserted, without a 
procaine wheal, one finger’s breadth ahead of the 
external ear canal and the needle is directed up- 
ward into the glenoid fossa. After striking the 
roof of the fossa, the needle is withdrawn slightly 
and about 1 cc. of. hydrocortisone is injected. 
Occasionally, when the relief is not striking, the 
needle is withdrawn and redirected to the head 
of the condyle where another synovial sac lies 
underneath the meniscus. 

Of this series, two patients have returned at 
intervals of two weeks to a month for a total 
of three injections apiece. All these patients have 
been referred to their respective dentists for the 
appropriate restoration of their bite. Only four of 
them have obliged. Three patients could not be 
contacted and the rest are relieved of pain and 
are apparently awaiting developments. 


Conclusion 


I want to stress that the definitive treatment of 
this condition is in the province of the dental 
profession, that is, elimination of the malocclusion 
by proper dental prosthesis. There are apparently 
some few cases of bony involvement of the joint, 
an example of which I have not seen, for which 
surgery in the joint is indicated. Most of these 
patients have seen many doctors and dentists and 
have had a variety of diagnoses and treatments 
prescribed without much help and as a group 
they tend to be suspicious of any new diagnosis 
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Whiplash Injuries of the Spine 


a in whiplash injuries of the spine, 
especially of the cervical spine, has been stimu- 
lated by the frequency with which these cases are 
encountered in the office, especially for an evalu- 
ation of their injuries both for the plaintiff's at- 
torneys and for the defending insurance com- 
panies. 

Since it has been estimated that about 15 per 
cent! of all automobile accidents resulting in 
death, injury or property damage are caused by 
rear-end collision, undoubtedly many of these 
cases are frequently encountered in the general 
medical practice. Each patient who has been 
seen with this type of injury has had symptoms 
characteristic of neck sprain. In the case of a 
simple sprain, the symptoms consist of pain in the 
lower cervical spine with limitation of motion, 
spasm and tenderness of the posterior cervical 
muscle, and in most instances tenderness of the 
spinous processes of the sixth and seventh cervical 
Quick or sudden movements of the 
neck usually will increase the symptoms, especial- 
ly in the acute cases. Some patients complain of 
upper thoracic and shoulder girdle pain with 
tenderness at times being elicited in these same 
areas, 


vertebrae. 


In the early descriptions of the mechanism of 
injury in whiplash it was interpreted as a sudden 
and forcible flexion of the neck followed in some 
instances by several other less violent oscillations 
of the neck in alternate flexion and extension. 
However, recently it has been shown that the 
original injury”? is one_of extension of the neck 
and spine, followed secondarily by flexion of the 
neck and spine. The basic injury is one of 
mechanical trauma to the supportive ligaments 
of the cervical spine. The severity of the sprain 
will vary from case to case, but the seriousness 
of the injury is dependent upon the number and 
Variety of complicating conditions. The most com- 
mon complication is cervical radiculitis. These 


ins 
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patients complain of intense pain in the posterior 
cervical region with radiation of the pain into the 
occipital region of the skull, shoulder girdle, upper 
anterior chest or even into the upper extremities. 
The pain often will be intermittent in type and 
follow a pattern suggesting irritation of the fifth, 
sixth or seventh cervical nerve roots. Severe radi- 
cultitis is usually accompanied by marked spasm 
of the cervical muscles. Not infrequently a num- 
ber of these patients will give a history and show 
symptomatic evidence of a cerebral concussion. 
Some may suffer a momentary lapse of conscious- 
ness while others will give a history of being be- 
wildered, stunned or dazed. Headache usually de- 
velops within a few minutes to hours after the 
injury and nervous symptoms are especially in- 
tense in this group. Many of the patients who 
have had a milder form of whiplash merely com- 
plain of discomfort in the neck a few hours after 
the accident, but often awaken the next morning 
with marked stiffness and discomfort in the pos- 
terior cervical area. 

In any of the patients there may be marked 
neuromuscular tension, restlessness, irritability, 
vasomotor instability, recurrent headaches, mood 
changes and general nervousness. These symptoms 
may be intermittent, but have a tendency to recur. 
The headache, dizziness and tight feeling across 
the forehead often are interpreted as being func- 
tional in character. However, angiogram studies* 


in cases of the above-described bizarre symptoms 
have GHGwa partial occlusion of “the sestebral 
artery. It is conceivable that a whiplash might 
OOdUGE cervical THUSCI-Spasm which int, m 
woult PRONG SEGUIGHGE and partial occlusion 

The complication that has been most disturb- 
ing or distressing both to the patient and to the 
physician is a persistent psychoneurotic reaction. 
It seems that circumstances inherent in whiplash 
injury tend to make all patients prone to the 
development of this disturbing emotional reaction. 


The onset of the psychoneurotic tendency reac- 
tion can best be explained by the description ‘of 
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a typical case. The accident comes on without 
warning, and in which the patient receives a sud- 
den, violent and unexpected jolt. The patient us- 
ually is not incapacitated, and, therefore, has the 
opportunity for the ———— 
antagonism towards the offending motorist. A 
tiring investigation may follow during which time 
the patient is uncomfortable, and also somewhat 
bewildered. Then, after an examination in an 
emergency room or a doctor’s office which usually 
discloses little, if any, injury the patient is sent 
home with no specific explanation of his injuries 
and a vague outline of treatment. Several hours 
to a day later the patient may develop distressing 
symptoms of pain in the neck with radiation at 
times into the head or down into the arms. Be- 
cause most patients have not experienced these 
disturbing sensations before they are prone to_de- 
velop anxiety and —neuromusclar_tension. The 
first few hours or days after the accident seem to 
be the critical period in the management of 
patients who have suffered a whiplash injury if a 
severe psychoneurotic reaction _iste—be—minimized 
or avoided. Whenever a patient is carefully ex- 
amined soon after the accident and informed of 
the nature and extent of_his injuries, following 


a ee eet aR ae Sense Bl 
lined, the _psychoneurotic reaction often will be 
minimized or appear not at all. However, if the 
patient is inadequately informed of his injury and 
becomes apprehensive by the uncomfortable and 
aggrayating sympt zl oa 

f after the accident many of them hecome 
ee! St 5 sees. 


As far as complications of the lower back are 
concerned, symptoms will develop here in about 
one-third of the cases. The injury usually con- 
sists of a sprain or mechanical trauma of the 
supporting ligaments of the lumbar spine. Radi- 
culitis may also develop with radiation of the 
pain into the leg. It is uncommon, but a disc 
injury may be seen. A minor complication which 
does happen frequently is trauma to the anterior 
chest wall by the steering wheel. 
stances, however, this is not serious. 





























In most in- 


When examining patients following whiplash 
injury, a careful detailed neurological examination 
should be done. Also, a thorough evaluation of the 
head, neck and upper extremities must be carried 
out to rule in or out fracture, subluxation or 
severe muscle strain. Adequate roentgen examina- 
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tion of the cervical spine must be done with lateral 
films containing both flexion and extension views 
of the cervical spine. Oblique views at times may 
be: necessary to disclose a fracture of the lamina 
or of one of the pedicles. 

As far as treatment is concerned, hospitalization 
is indicated if there are signs of fracture, subluxa- 
tion, serious neck strain or head injury. In the 
other cases the patient can usually be managed at 
home. Bed rest for the first two or three days is 
usually indicated and often advisable. A cervical 
collar should be applied if there are enough 
findings to warrant support to the head and neck. 
The collar can be made quite easily out of felt, 
sheet wadding and -stockinette. If the patient is 
in need of immobilization for a fracture, subluxa- 
tion or severe strain then plaster seems to offer 
the best form of support. 

Several writers have noted that the greater 
the efficiency of the immobilization the greater 
the chance for neurosis. Heat may be used to 
relax muscle spasm. In cases where there is severe 
muscle spasm present traction may be carried out 
by means of a Sayre type of head halter. Five 
to seven pounds of weight will provide sufficient 
traction to relax the cervical muscles. At times 
it is necessary to use intermittent traction as this 
seems to offer more relief than steady, continuous 
traction. 

Symptoms of tension are often alleviated by 
warm tub baths. 

It has been pointed out that patients with frac- 
tures of the spine usually have less psychoneurotic 
symptoms than those with whiplash, and this of 
course could be expected. The patient with a 
definite injury, such as a fracture or true sub- 
luxation does obtain as a rule immediate treat- 
ment and is soon satisfied that everybody is con- 
cerned, and therefore is giving him every care 
possible. However, the patient who has suffered 
even a rather severe whiplash often is given no 
treatment or has so little attention paid to him 
that he immediately develops a feeling that no 
one is concerned about his injuries in spite of 
the fact that he himself knows that he is having 
a lot of pain and there must be something wrong. 
In most instances, when no fracture or serious 


injury can be found, symptomatic but sympathetic 
treatment is indicated. It has been the writer's 
experience that many of these patients may have 
symptoms lasting for a year or eighteen months. 
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Symptoms suggesting cervical disc protrusion are 
not common and usually clear up with conserva- 
tive therapy. 

In summarizing, from a clinical standpoint 
there are multiple organic pathological factors 
involved in the radiculitis that follows a whiplash 
injury. It is reasonable to assume that there is 
trauma to the spinal ligaments following such an 
injury. In some of the severe cases it is possible 
there is some hemorrhage and edema in the re- 
gion of the damaged ligaments which give rise 
to nerve root irritation. In the acute cases swell- 
ing and vascular congestion of the nerve roots 
and narrowing of the foramina due to bulging of 
the intervertebral disc or swelling of the adjacent 
ligaments may be important factors producing 
symptoms. In chronic cases fibrosis, which is a 
late manifestation of hemorrhage and edema, may 
involve the nerve roots directly, produce adhesions 
between the spinal ligaments and the nerve roots. 
In addition to the organic pathology of whip- 
lash injury there is always the ever-present per- 
sonal reaction of the patient. This factor par- 
ticularly complicates evaluation of symptoms, 
treatment and recovery. These patients as a 


group are more apprehensive, tense and anxious 
than those suffering injuries elsewhere in the body. 
It is possible injury of the head and neck repre- 
sent a special insult to the personality structure of 
the injured person. A recent review of 100 cases 
of whiplash injury of the cervical spine one year 
following settlement of the litigation showed 88 
per cent had no symptoms that required treatment 
while another 5 per cent had symptoms but re- 
fused treatment leaving only 7 per cent who had 
symptoms requiring treatment. It is evident from 
this report and the writer’s own personal experi- 
ence that the handling of whiplash injuries by 
the physician requires his utmost skill and diplo- 
macy. 
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THE USE OF HYDROCORTISONE IN DYSFUNCTION 
OF THE TEMPEROMANDIBULAR JOINT 


(Continued from Page 472) 


and treatment, especially if it would be an ex- 
pensive dental restoration. The injection of hy- 
drocortisone has not only provided immediate 
relief but more importantly, has furnished proof 
both to the doctor and to the patient of the 
underlying cause of pain. 
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Combined Renal and Biliary Tract Surgery 


ELDOM is one major surgical procedure 

combined with another operation of equal 
magnitude. As a general rule, it is best to limit 
the surgical treatment to the disease causing the 
symptoms. On occasion, preoperative studies may 
disclose two conditions, either or both of which 
may be the cause of symptoms, which require 
surgical treatment. If these two conditions are in 
the same operative field, then they may be dealt 
with simultaneously, providing they do not add 
appreciably to the operative risk and postopera- 
tive morbidity. Such an occasion may be the 
presence of right renal and biliary tract disease. 

Undoubtedly, surgical procedures on the right 
kidney and biliary tract have been combined by 
many surgeons who have taken it for granted that 
what they were doing was not out of the ordinary. 
There is the story of a well-known surgeon who, 
on failing to find a suspected calculus in the right 
kidney, calmly enlarged his incision and proceed- 
ed to remove the gall bladder that did contain 
the stone. 

During my training period, I had the oppor- 
tunity to assist at a planned operation where the 
surgeon* performed a cholecystectomy, explored 
the common duct, and removed a right renal 
calculus through the same abdominal incision. 
To my knowledge, this planned procedure has 
not been described in medical literature. 

In order that such a combined surgical pro- 
cedure be selected, it is necessary that preopera- 
tive studies show that disease exists in both re- 
gions. If a patient has symptoms which suggest 
either biliary tract or right renal disease but which 
do not quite fit the clinical picture of either, then 
it is advisable to examine both the urinary and 
biliary tracts to see if coexisting disease is pres- 
ent. For instance, if a patient has right lumbar 
pain and intolerance to certain foods, it is well 
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to examine both the right kidney and gall bladder 
by x-ray for differential diagnosis. On occasion, 
both may be found to be diseased and in need of 
surgical treatment. 

Quite naturally, the kidney is considered a re- 
troperitoneal organ to be approached through a 
lateral flank incision. On the other hand, the 
biliary tract is intraperitoneal in position and is 
exposed most satisfactorily by means of an an- 
terior incision. Anatomically, however, the bi- 
liary tract and right kidney lie in close approxi- 
mation. On the average, the right renal pelvis 
and gall bladder are located about the same dis- 
tance from the midline and at about the same 
horizontal level. This is well illustrated by roent- 
genograms which often show gall bladder calculi 
superimposed on the right kidney. 

Technically, exposure of the right kidney and 
gall bladder through a single incision is rela- 
tively easy. If this fact is better known, perhaps 
it will be used more often. With the patient lying 
on his left side, the usual lumbar incision is made 
to the mid-axillary line (Fig. 1). It is then di- 
rected anteriorly and cephalad below the costal 
margin to the border of the rectus muscle. The 
peritoneum is then opened and the operating 
table tilted towards the right side. Satisfactory 
exposure of the gall bladder and common duct 
can be obtained for the abdominal surgeon. (Fig. 
2). Elevation of the kidney rest or flexion of the 
operating table may give wider exposure. After 
completion of the biliary tract surgery, the peri- 
toneum is closed, and the table is returned to the 
horizontal position with the kidney rest elevated. 
The urologic surgeon can then carry out the 
procedure on the right kidney. No special prob- 
lems have arisen postoperatively. Long follow-up 
examinations have demonstrated good healing. 
There has been no permanent damage of muscu- 
lar function due to severance of the nerve supply. 

Five cases are reported that have had combined 
right renal and biliary tract surgery in my prac- 
tice in the past few years. 
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Case 1.—The patient, a woman aged fifty-seven, com- 
plained of dull aching pain in the right lower quadrant 
and flank that radiated to the scapular area at times. 
She also had “‘lots of gas” with some nausea and vom- 
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blood studies were normal. X-ray studies of the upper 
gastro-intestinal system were normal. A cholecystogram 
showed a large gall stone but no function. Excretory 
urograms revealed two calculi in the lower right calyx. 
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iting not related to any special foods. Bloody urine 
was noted on one occasion. She was told that stones 
were present in her left kidney a year before. 

On examination there was no abdominal tenderness. 
Blood and urine studies were normal. Excretory uro- 
grams and retrograde pyelograms revealed small stones 
in a caliceal diverticulum on the left and a mild hy- 
dronephrosis and nephroptosis on the right. The right 
ureteral-pelvic junction was narrowed and the kidney 
showed delayed emptying. It was felt that these findings 
did not adequately explain the patient’s symptoms. A 
cholecystogram revealed multiple non-opaque gall stones. 
Upper gastro-intestinal studies showed moderate gastric 
retention and a barium enema revealed diverticulosis. 
A chest radiograph revealed no abnormalities. 

At operation on February 19, 1955 through a single 
lumbo-abdominal incision, a cholecystectomy and a 
Foley Y-plasty with nephropexy of the right kidney were 
performed. The postonerative course was prolonged due 
to femoral thrombophlebitis and right pyelonephritis. 
The nephrostomy tube was ‘removed on the twenty-third 
postoperative day and the patient was discharged from 
the hospital three days later. The immediate result 
from the pyeloplasty was poor as the right pyelonephritis 
persisted. However, two years later the patient’s family 
Physician reported negative urine. The increased mor- 
bidity in this case could well be attributed to the mag- 
nitude of the procedure. 


Case 2—The patient, a woman aged fifty-five, had 
known she had stones in her right kidney for ten 
years. During the past year she had experienced upper 
abdominal pains followed by cramps over the entire 
right side of the abdomen, anteriorly as well as in the 
loin. The attacks almost invariably came on at night. 

On examination, the entire right side of the ab- 
domen and the epigastrium were tender. Urinalysis and 
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On December 9, 1953 combined operation was per- 
formed. At thick-walled gall bladder containing stones 
was removed. The common duct was visualized and 
found to be normal. The peritoneum was closed and 
the right kidney exposed. A calicectomy was done, re- 
moving the renal calculi with 23 grams of parenchyma 
which showed chronic pyelonephritis. 

Postoperatively, the patient recovered from surgery 
satisfactorily and was discharged on the ninth post- 
operative day. According to her family physician, the 
patient had no complaints relative to the operation 
when seen three years postoperatively. 


Case 3—The patient, a woman aged fifty-eight, had 
complained of aching at night under the right costal 
margin and in the lumbar area. Appetite was poor and 
the patient had lost 20 pounds in weight. She had no 
bladder complaints. 

On examination the patient was tender over the right 
renal area. Urinalysis and blood studies were normal 
except that the sedimentation rate was elevated to 46 
mm. in one hour. A cholecystogram revealed gall stones 
(Fig. 3a). Excretory urograms showed a large extra- 
renal pelvis, si'ght caliectasis, and a normal right ureter 
(Fig. 3b). 

At operation on December 10, 1954 a curved incision 
below the twelfth rib and below the costal margin was 
made. A Foley Y-plasty with excision of redundant 
pelvis was performed on the right kidney. Following 
that, cholecystectomy was easily performed by a general 
surgeon. The patient had a normal convalescence and 
was discharged on the eighth postoperative day.’ The 
splinting tube was removed on the seventeenth and the 
nephrostomy on the twenty-third postoperative day. A 
good functional result was obtained. Follow-up studies 
two years later have shown excellent wound healing 
and strength. 
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COMBINED RENAL AND BILIARY TRACT SURGERY—STROM 


Case 4.—A young man, aged twenty-seven, was ad- 
mitted to the hospital complaining of right costo- 
vertebral angle pain and gross total hematuria. Uro- 
grams revealed a branched calculus in the right. kidney. 


through a combined incision. The postoperative course 
was satisfactory. The patient was discharged on the 
thirteenth postoperative day. Re-examination of the 
patient eighteen months later revealed a well-healed 





Fig. 3. (a) Cholecystogram showing large gall stone. (b) Excretory 


urogram right phydronephrosis. 





Fig. 4. Branched renal calculus (above). 
Cholecystogram with stones (below). 


Extrarenal calculi were also noted on the films. A 
cholecystogram revealed that these calculi were in the 
gall bladder (Fig. 4). On December 17, 1953 a cho- 
lecystectomy and right nephrolithotomy were performed 
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wound. Two-and-a-half years after operation a small 
recurrent calculus was noted in the right kidney. 


Case 5.—The patient, a man, aged sixty-four, was 
admitted to the hospital because of gross total hematuria 
and right low back pain. Past history revealed that he 
had been taking amphojel for abdominal distress. On 
physical examination, a right upper abdominal mass 
descended with respiration. Blood studies were normal 
except for an elevated sedimentation rate of 45 mm. 
in one hour. Urinalyses showed hematuria and _pro- 
teinuria. Blood chemistry studies were normal. A chest 
film revealed a left upper subclavicular area of cal- 
cified granuloma which had not changed in four years. 
A plain film of the abdomen revealed a large calcified 
shadow overlying the right renal area. In a lateral 
film the shadow was anterior to the kidney. Excretory 
urograms and retrograde pyelograms disclosed a large 
right kidney shadow with distortion of the calices. Up- 
per gastro-intestinal x-rays revealed a deformed duo- 
denal bulb. The gall bladder showed no function by 
cholecystography. 

On June 28, 1956, a right radical nephrectomy was 
performed, removing a large kidney containing a Car- 
cinoma. Through the same incision extended along 
the costal margin, the peritoneum was opened and 4 
large calcified gall bladder was removed. The common 
duct was slightly dilated but not inflamed. Postopera- 
tively, the patient’s course was uneventful and he was 
discharged on the eleventh postoperative day. He was 
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Stevens-Johnson Syndrome 


The Need for Critical Evaluation 
Before Initiating Steroid Therapy 


ITH THE ADVENT of antibiotics the inci- 

dence, morbidity and mortality of infec- 
tious disease have has been notably reduced. As 
a consequence of this situation, along with the 
vast assortment of present-day pharmacological 
agents, syndromes that are apparently related to 
hypersensitivity phenomena have assumed a more 
prominent position in the practice of pediatrics. 
Among these syndromes is the Stevens-Johnson 
syndrome. 

In recent years, the literature has been aug- 
mented with numerous case reports acclaiming 
the efficacy of ACTH and corticosteroid therapy 
of this syndrome but very little has appeared in 
print to provoke cautious evaluation of the pos- 
sible hazards related to such therapy. Following 
is a case presentation of a death secondary to 
such therapy, along with a brief résumé of the 
clinical picture and therapeutic regimen of Stev- 
ens-Johnson syndrome. 


Historical Background 


In 1922, Stevens and Johnson’ reported two 
cases of a disease which had severe cutaneous, 
mucosal and systemic manifestations. Their sum- 
Mary, in part, stated: 


“Here is a syndrome of dramatic onset with fever, 
conjunctivitis and cutaneous eruption. The child is 
Prostrated, the mouth and tongue are inflamed and 
raw, the eyelids are swollen and pus streams from the 
eyes. There is a course of three or more weeks of 
high fever, with leukopenia. The eruption, unlike any 
hitherto described, comes out progressively, for two 
weeks or more, matures and resolves in horny crusts, 
in the order of its appearance. The temperature falls 
with this resolution of the skin lesions. . . .” 


After a time, it was realized that this condition 
was merely a representative of the severe portion 
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of the spectrum of disease which was represented 
on the milder portion of the scale, by erythema 
multiforme exudativum of Hebra. Subsequently, 
it was suggested that the mild and severe forms 
of erythema multiform exudativum should be des- 
ignated with the terms minor and major respec- 
tively.2*> Robinson and McCrumb,' in an attempt 
to clear the confusion of nomenclature, suggested 
that the following diseases be considered part of 
the ocular mucous membrane syndrome of ery- 
thema Ectodermosis 
erosiva pleuriorificialis, Stevens-Johnson syndrome 
and Behecet’s disease. Other writers suggest the 
addition of dermatostomatitis, acute ulcero-mem- 


multiforme exudativum: 


branous stomatitis and the mucosal respiratory 
syndrome to this group.**® 

Undoubtedly, grouping these names under one 
title would be of benefit. However, because Stev- 
ens-Johnson syndrome is a commonly accepted 
term which represents a clinical entity to a vast 
number of physicians, this title probably should be 
given priority until a specific etiologic agent is 
found. 


Stevens-Johnson Syndrome 


Skin and Mucous Membrane Lesions.':*:"—Aside 
from the general prostration of the patient, the 
skin and mucous membrane lesions are the most 
Initially, the 
lesions are transiently macular in type. They 


striking feature of this disease. 


become oval, dark red to purple and are separated 
by normal skin. - Rapidly the lesions become sub- 
epithelial and intra-epithelial vesicles and bullae. 
The predominant color of the maturing eruption 
is brown to purple. Frequently the involved areas 
are tender. The eruption may begin anywhere, 
but often first appears on the dorsal surfaces of 
the hands and feet. Not uncommonly, the palms 
and soles are severely involved. Usually the scalp 
is spared. The lesions spread to involve the en- 
tire body including the conjunctiva, oral and 
nasal mucosa, glans penis and scrotum in the 
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male, mucous membranes of the external areas 
surrounding the urethra and vagina in the female, 
and occasionally the peri-anal areas. There is a 
tendency for the eruption to present itself in a 
series of crops over a period of from seven to 
fourteen days. 

The lesions of the oral mucous membranes are 
eommonly very widespread and destructive. Large 
areas of ulceration develop. The ensuing ne- 
crosis of the mucosa leads to formation of a 
grayish-white pseudomembrane. The tongue is 
ulcerated and denuded. The swelling, redness and 
ulceration of the lips present a typical picture. 
The involvement of the conjunctiva with subse- 
quent ulceration of the various layers of the 
globe may evolve into varying degrees of serious 
optic inflammation.” 

(In the original cases of Stevens and Johnson, 
one of their patients had unilateral corneal cloud- 
ing, while their second patient was left totally 
blind after a siege of bilateral panophthalmitis) .* 


Other Findings—Splenomegaly and lympha- 
denopathy are uncommon in this syndrome. 

Not infrequently there is an accompanying 
bronchiolitis or patchy atypical pneumonia. Of 
the deaths reported, the majority had rather ex- 
tensive pulmonary inflammation.? 


Clinical Course—The prodromal period has a 
duration of from one to thirteen days. Pharyn- 
gitis, fever, malaise, coryza and cough are fre- 
quent antecedent symptoms. As the eruption ap- 
pears and spreads, the patient becomes febrile 
and very weak. The picture of profound weakness 
and prostration is as intimate a part of SJS as 
the eruption. This diagnosis is rarely, if ever, 
justified if the patient is not acutely ill.§ An in- 
terval of one to three weeks passes as the lesions 
regress and the patient becomes afebrile and less 
toxic. The areas of skin involvement tend to 
peel in sheets and healing areas are relatively 
depigmented in comparison with the highly pig- 
mented residual crusts. 

The disease, for the most part, can be thought 
of as a self-limited entity, but secondary compli- 
cations may completely dominate the clinical pic- 
ture. 

Although Ashby? reported a relatively high in- 
cidence of deaths in his collection (eight of 
eighty-one) in 1951, the tendency to report more 
cases, along with general, more widespread recog- 
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nition of this disease, has subsequently shown the 
mortality rate to be in the neighborhood of | 
per cent.® There is little question that improved 
modes of therapy also have influenced this figure. 

The impression that the incidence of residual 
visual impairment has been decreased by proper 
management is probably justified.® 


Laboratory Findings.—The laboratory findings 
are non-specific and consequently non-diagnostic. 
Leukocytosis is the rule with a relative increase 
in polymorphonuclear cells. However, a small 
percentage of cases will manifest .a leukopenia. 
The sedimentation rate often is moderately ele- 
vated. As mentioned previously, the roentgenolo- 
gical examinations of the chest frequently reveal 
areas of patchy pneumonitis. The electrocardio- 
grams are almost always normal although a few 
cases of transient myocarditis have been reported.” 
Blood urea nitrogen and serum electroytes are 
altered in cases with attendant dehydration. Oc- 
casionally pleocytosis is noted in the spinal fluid.” 


Etiology—The disease-complex is usually lim- 
ited to the first three decades of life. Over 75 
per cent of reported cases have occurred in 
males.'!?_ The months of January and February 
are the peak period for occurrence. There is a 
minor incidence peak in the autumn months." 

The etiology of Stevens-Johnson syndrome is 
unknown. Many efforts to incriminate a particular 
virus have been futile. On two occasions, the 
herpes simplex virus has been isolated from active 
lesions.’*"'* Some authors discount these rare suc- 
cessful attempts as examples of erroneous diag- 
nosis, or presence of the ubitquitous herpes virus 
coincidentally with Stevens-Johnson syndrome.’ 

Anderson, Bolin, Sutow, and Kitto’® were suc- 
cessful in inoculating vesicular fluid into the 
scarified corneas of rabbits’ eyes with resulting 
keratoconjunctivitis. They then demonstrated 
acidiophilic cytoplasmic inclusion bodies in the 
superficial corneal epithelium and in mononu- 
clear cells infiltrating the limbus of the cornea, 
as well as the large mononuclear phagocytic cells 
in the lamellar layer of the cornea. Their in- 
ability to find intranuclear inclusion bodies, their 
lack of success in producing encephalitis with 
intracerebral inoculation of Swiss mice and lack 
of serological evidence led them to conclude 
that the herpes simplex virus was not the micro- 
organism involved. 
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STEVENS-JOHNSON SYNDROME—SWAIMAN AND RAILE 


The Stevens-Johnson syndrome has been seen 
following mumps, primary atypical pneumonia, and 
psittacossis. The typical clinical picture has been 
seen after smallpox vaccination’® and was recently 
reported after Salk vaccine injection.” 

Numerous drugs have been associated with 
Stevens-Johnson syndrome. However, only a pro- 
prietary anti-pyrine® drug and sulfonamides** have 
been shown capable of producing exacerbations 
of this syndrome in selected subjects. Penicillin, 
salicylates, phenopthalein, barbiturates, cincophen, 
bromides and common antipyritics have also been 
implicated as having.an etiologic association.® 

Generally, it is postulated that because of the 
several known incidents of association of SJS 
with drugs, and the relative lack of proof for 
an infectious etiology, that SJS is a non-specific 
hypersensitivity response to a number of environ- 
mental factors.’?° This includes the likely pos- 
sibility that the syndrome can be initiated by in- 
fectious processes. 


Treatment.—Primarily, the treatment of the 
Stevens-Johnson syndrome involves proper use 
of intravenous fluid therapy, suppression of sec- 
ondary bacterial infection, maintenance of sat- 
isfactory nutrition, protection of the visual ap- 
paratus, and general good nursing care. 


The large areas of denuded body area may 
exude quantities of serum necessitating replace- 
ment by transfusion of blood and plasma. Sterile 
technique in such cases will help prevent secondary 
infection of the exposed body surface. Care of 
the eyes with moist packs, antibiotic drops and 
ointments and topical steroids may be very im- 
portant in preserving sight.** 

Prevention of bacterial complications with anti- 
biotic therapy appears to be a generally accepted 
procedure. Care of the mucous membranes of 
the mouth concerns the maintenance of good 
hygiene with use of swabs and mouth washes. 

Denuded areas in the perineal region can be 
covered with a bland ointment containing a non- 
sensitizing topical anesthetic and possibly an anti- 
biotic. 

Over the past several years there have been 
many reports of the value of systemic steroid 
therapy. These reports have been, almost wholly, 
favorable.12:28-24 Indeed Weeks and Lehman? 
stated, “We feel that as soon as the diagnosis of 
erythema multiforme exudativum (Stevens-John- 
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son syndrome) is made, ACTH or cortisone ther- 
apy should be started at once. . . .” 


An occasional author writes that the course of 
the disease was not altered*-1*:?5.26 by such therapy. 
Several writers *1? point out that this syndrome is 
self-limited and the danger of complications re- 
sulting from steroids should be sufficient deterrent 
from employing those potent drugs in all but the 
severest cases and those cases in which dangerous 
opthalmic involvement is present.” 

Review of the literature for evidence supporting 
this admonition against indiscriminate usage re- 
veals very little pertinent information. 

To the best of our knowledge, two case reports 
and a notation of another case appear in the 
literature concerning patients who died while 
on steroid therapy. 


Womack and Randall'* report a fatal case of 
a nineteen-year-old girl who had a rather typical 
course until she developed a severe leukopenia 
and severe anemia along with a deteriorating 
general picture. Chloramphenicol was not admin- 
istered until ten days after the blood changes be- 
came evident. Low doses of ACTH (an initial 
dose of 75 mg. followed by 20 mg. a day) were 
given for several days. Because of pyrexia, chlor- 
amphenicol therapy was resumed. Although her 
leukopenia relented some, her leukocyte count 
remained well below normal levels. Adequate 
hemoglobin levels were maintained with frequent 
transfusions. She became progressively worse. 
Terminally, she received large doses of cortisone 
(200 mg. for one day, 400 mg. the next, and 
600 mg. the last day) without benefit. Necropsy 
revealed hypoplasia of the bone marrow of un- 
determined cause, pneumonia, myocarditis, and in- 
farcts of the kidney and spleen. The combination 
of the unusual hematologic problem and _ the 
rather low doses of ACTH, regardless of the 
terminal massive cortisone therapy, make it dif- 
ficult to justifiably ascribe this patient’s demise 
to ACTH and cortisone administration. It should 
be noted that this is one of the few recorded 
cases in which the herpes simplex virus was dem- 
onstrated histologically and serologically. It has 
been suggested that this case does not represent 
a case of Stevens-Johnson syndrome, but rather a 
generalized herpes simplex infection.’ . 


Short?’ reported a case of an eighteen-year-old 
girl who developed Stevens-Johnson syndrome after 
sulfonamide therapy. She was admitted in a semi- 
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comatose state with findings of bilateral pneumonia 
as well as a typical muco-cutaneous picture. She 
was treated with chlortetracycline for two days 
without benefit and then ACTH (100 mg. per 
day) was given for two days. Her condition deteri- 
orated and she was given cortisone (60 mg. over 
one day). Her course continued rapidly down- 
hill. She was then given several 25 mg. cortisone 
injections over the better part of a day. Despite 
300 mg. of cortisone administered over the pre- 
vious twenty-four hours, she expired. 

This case serves to illustrate a situation in 
which steroid therapy apparently did not benefit 
the patient. Once again, it is doubtful that 
steroid therapy complications were present. 

Good, Vernier and Smith?® in their article con- 
cerning complications of steroid therapy, mention 
one case of Stevens- Johnson syndrome treated with 
cortisone, ensued by staphylococcal septicemia. 
Fortunately treatment was successful. They also 
note a case of Stevens-Johnson syndrome treated 
with ACTH which resulted in the patient’s death. 
This appears to be the only case of death resulting 
from ACTH or cortisone therapy of Stevens-John- 
son syndrome noted in the literature. This case 
is presented here, in detail, along with another 
that points up the feasibility of a regimen of con- 
servative supportive therapy in moderately severe 
cases. 


Report of Case 


Case 1.—This five-year-old girl was admitted to 
Minneapolis General Hospital for the first time on 
January 3, 1951. She had been sick for two weeks 
with the primary complaint of lethargy and mild cough. 
Three days prior to admission she spiked a temperature 
to 105 degrees. She was seen by her family physician 
and given oral sulfa tablets. (His diagnosis was not 
reported.) Her fever remained at 104 degrees. She 
became more lethargic and vomited solid foods. She 
also complained of “aching in her bones.” 

Past medical history revealed that she had rubeola 
and pertussis approximately five months before. Several 
of her siblings had upper respiratory infections, but were 
not very ill. 

Developmental history was non-contributory to her 
illness. 

Physical examination revealed an ill-looking, lethargic, 
small five-year-old white girl. Her temperature was 
103.8 degrees, pulse 120, respirations 24 per minute. 
She weighed 14 kilograms. There was mild injection 
of both tympanic membranes. The nose and _ throat 
were normal. Her lips had a dark red hue. The 
lung fields were clear to percussion and auscultation. 
The examination of the heart was unremarkable. The 
liver and spleen were not palpable. The genitalia were 
normal as were the extremities. There were a few 
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shotty cervical nodes. Rectal examination revealed a 
mass of hard feces. The deep tendon reflexes were gen- 
erally diminished. 

Admission laboratory findings included a hemoglobin 
of 14.8 gm. per cent, white blood count 5,100, with 
70 per cent polymorphonuclear cells, 29 per cent lymph- 
ocytes, and 1 per cent monocytes. Urinalysis was nor- 
mal, the specific gravity being 1.028. The sedimentation 
rate was 30 mm./hour. Chest x-rays were reported 
as negative. The EKG was also normal. The VDRL 
was reported as negative Penicillin therapy was begun 
(100,000 units intramuscularly every eight hours) for 
otitis media. On January 5, the patient was noted to 
have pronounced pharyngeal injection. She had also 
developed a “purple red” discoloration below her eyes 
and over the bridge of her nose. Her conjunctiva had 
become diffusely, but mildly injected. On January 6, 
the patient was noted.to have rhinorrhea, a red coated 
tongue and vesiculobullous lesions on her lips as well 
as a further progression of the discolored area below 
the eyes and over the bridge of the nose. She also 
began to develop “linear red flat lesions on her trunk 
and upper arms.” A Grade I systolic murmur was heard 
along the left sternal border. No tachycardia was pres- 
ent. On January 8, her leukocyte count was 4,500 with 
51 per cent polymorphonuclear cells, 41 per cent lymph- 
ocytes, 2 per cent monocytes, 5 per cent eosinophils, and 
1 per cent basophils. Her temperature was normal. A 
urine specimen taken that day (because of the com- 
plaint of dysuria) was reported as containing eight to 
twelve pus cells per high power field. A subsequent 
culture grew colonies of Pseudomonas aeruginosa. A 
Lupus Erythematosus clot test was read as negative. The 
patient’s general condition did not change. 


On January 12, the patient had developed marked 
edema of the eyelids and severe conjunctivitis. The 
mucous membrane lesions had progressed to a stage 
consisting of vesicular lesions over the buccal mucosa 
and tip of the tongue. The diagnosis of Stevens-John- 
son syndrome seemed fairly well established with this 
picture. 

On January 15 several of the flat lesions in the 
right axilla became bullous in character. The lesions 
of the lips and oral cavity became more pronounced 
and painful. Chlortetracycline therapy was begun (250 
mg. three times a day). Penicillin had been discontinued 
one day previously. Scrapings from the conjunctiva 
were stained and examined microscopically. No cyto- 
plasmic or intranuclear inclusion bodies were found. The 
leukocyte count at that time was 5150/mm.3, with a 
normal differential. On January 19 the skin of the arms 
and hands became involved with vesiculobullous lesions. 
The eye lesions had not changed in character. Topical 
opthalmic hydrocortisone application was begun. 

On that same day systemic therapy in the form of 
ACTH was given in the dosage of 20 mg. every SIX 
hours, intramuscularly. Bone marrow biopsy was Pe!- 
formed and reported as normal. Despite several days 
of ACTH administration, the lesions did not regress 
and on January 24 ulceration of the neck, knuckles, 
and vulva was noted. However, the conjunctivitis and 
periorbital edma had improved. ACTH dosage was 
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reduced to 10 mg. every six hours. On January 26 the 
eruption, for the first time, began to fade and heal. 
At that time the white blood count was 13,450 with 
85 per cent polymorphonuclear cells, 12 per cent 
lymphocytes, and 3 per cent monocytes. Urinalysis sev- 
eral days before, revealed five to ten plus cells per 
high power field. Proteus was cultured from this 
specimen in significant concentration. On January 29 
the leukocyte count was 20,350 with 81 per cent poly- 
morphonuclear cells, 15 per cent lymphocytes, and 4 
per cent monocytes. Urinalysis revealed eight to ten 
pus cells per high power field. Subsequently, Proteus 
was once again cultured from the urine. Chlorampheni- 
col therapy was begun (250 mg. four times a day). At 
approximately the same time, the lesions of the trunk, 
neck, genital area, and eyes had vastly improved. The 
right axillary area was healing very well. The patient 
simultaneously developed a distended abdomen, and 
though she appeared to have some pain, she denied its 
presence. The abdominal distention continued and the 
patient was somewhat anorexic. On February 2, ACTH 
dosage was reduced to 10 mg. every twelve hours. Her 
abdomen remained distended and was somewhat dif- 
fusely tender on palpation. There was tympany to 
percussion. 

The previously noted systolic murmur was no longer 
heard. Chest x-rays taken at that time were read 
as normal. Roentgen studies of the abdomen demon- 
strated only a moderate amount of air and fecal ma- 
terial in the colon without evidence of free air, ileus. 
or obstruction. 

The next day it was noted that her right hand and 
face were somewhat puffy. There were no other sig- 
nificant findings. The patient ate a fair supper and 
was singing with the nurses before she was put to 
bed. At 7 a.m., February 4, she was found in bed with 
a generalized major motor seizure. Intravenous sodium 
amytal and rectal diphenylhydantoin resulted in some 
amelioration of the convulsions. Within a half hour the 
patient, who was comatose, began expelling “coffee 
ground” material in copious amounts from her mouth 
and nose. Her blood pressure became unobtainable and 
her temperature was 106 degrees rectally. She became 
markedly cyanotic and died. Permission for autopsy 
was refused. 


Case 2.—This five-year-old girl was admitted to the 
Minneapolis General Hospital on September 16, 1956, 
with the complaints of skin rash, swollen eyes and sore 
mouth of four-days duration. The patient was in her 
usual good health until four days prior to admission 
when she developed a papular rash over her chest and 
back. The papules progressed in size and gradually 
developed into pustules and vesicles with an erythema- 
tous base. These lesions spread over the eyelids, lips, 
buccal mucosa, tongue and the soft and hard palate. 
Soon the vesicles involved the entire body. The 
mucous membranes of the external genitalia became 
inflamed and several bullous lesions appeared and 
Onset of dysuria was noted. Her eyes became pro- 
gressively swollen and at the time of admission were 
swollen shut and sealed with purulent exudate. She 
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was unable to maintain adequate fluid intake because 
of the painful oral lesions. 

Past medical history was non-contributory except for 
her mother’s statement that in the past the patient had 
developed a rash after ingestion of certain foods (the 
nature of which she could not further clarify). She 
had taken no drugs or tonics. Her mother had a 
history of an erythematous skin rash after ingestion of 
halibut and suffered mildly from seasonal pollenosis. 

Physical examination revealed her blood pressure to 
be 96/50, respiration 16/minute, rectal temperature 
101.6 degrees and pulse 92. Her weight was 17.7 
kilograms. She was an acutely ill, thin, white child 
with a “massively pigmented” skin rash on her face, 
chest, back and extermities. The lesions of the chest and 
back were flat, confluent and reddish-brown in color. 
The lesions of the extremities were more discrete and 
papular. The scalp was minimally involved. There was 
a moderate amount of purulent discharge from both 
closed eyes. Examination of the ears revealed bilateral 
otitis media. There was a marked rhinitis. The lips 
were dry, swollen, bleeding and were covered with 
numerous white vesicular and bullous lesions. Most of 
the buccal mucosa was covered with a shaggy, white 
pseudomembrane of necrotic tissue. There was minimal, 
generalized lymphadenopathy. Examination of the 
lungs and heart proved unremarkable. The abdomen 
was flat, no masses or areas of tenderness were noted. 
The peri-urethral area was inflamed and there were 
areas of ulceration over the adjacent mucous membranes. 
The perianal area was uninvolved. A _ diagnosis of 
Stevens-Johnson syndrome was considered the most 
likely probability. 

Admission laboratory work included hemoglobin 12.2 
gm. per cent, white blood count of 6,600 with 68 per 
cent polymorphonuclear cells, 28 per cent lymphocytes 
and 4 per cent monocytes. Sedimentation rate was 48 
mm./hour. Urinalysis revealed a specific gravity of 
1.029, no sugar or albumin; one to two red blood cells 
and four to five white blood cells per high power field 
were noted. Serology was negative. Carbon Dioxide 
18 meq/1, chloride 106 meq/1, blood urea nitrogen 
10 mg. per cent also reported. The albumin/globulin 
ratio was 4.6/1.7. Cultures of the mouth grew Gram- 
positive cocci in chains characteristic of alpha strepto- 
cocci or pneumococci. There were a few colonies of 
coagulase positive hemolytic Staphylococcus aureus. Cul- 
tures of eye discharge grew no predominant organisms. 

The patient was treated with conservative measures 
consisting of intravenous fluids, intramuscular penicillin, 
and saline packs to the eyes. Later, oxytetracycline and 
hydrocortisone ointment was applied to the eyes. Over 
the next few days her condition improved markedly 
with this basically supportive therapy. By September 
18, 1956, the eye involvement was all but gone. By 
September 20, there was diffuse scaling of the skin in 
all affected areas which appeared to be healing well. 
A rather diffuse depigmentation was noted in all ‘areas 
of healing. She was discharged on September 29, 
asymptomatic. 

Further laboratory reports revealed two mononuclear 
cells/cu. mm. and 16 mg. per cent protein in. the 
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cerebrosp:nal fluid. Scarification of a rabbit’s cornea 
with vesicular fluid failed to identify the organism 
as herpes simplex. A skin biopsy revealed “scattered 
ballooned cells. having eosinophilic masses in. the cyto- 
plasm suggesting degeneration secondary to virus in- 
fection.” Several blood cultures were reported as neg- 
ative. Chest x-ray was normal. 

Attempts at.-isolating a HeLa cell cytotoxic agent 
were unsuccessful. 


Comment 


Although in Case 1, autopsy was not per- 
formed and the exact cause of death not ascer- 
tained, the terminal symptomatology is very 
suggestive of steroid complications. The patient 
was doing very well and ACTH was being with- 
drawn. During the last few days of life she 
developed a leukocytosis with increase in poly- 
morphonuclear cells out of proportion to the 
usual increase expected in steroid therapy. This 
finding, in conjunction with the known Pseudo- 
monas and Proteus urinary tract infections, makes 
septicemia a definite possibility. The history of 
abdominal pain, anorexia, and terminal coffee 
ground emesis also make gastrointestinal bleeding 
a likely source of difficulty. 

It is not beyond the realm of possibility that 
this patient died of acute adrenal insufficiency sec- 
ondary to withdrawal of ACTH after a substantial 
period of therapy. The terminal seizures could 
also be ascribed to steroids. Whether the high 
fever was due to central nervous system damage, 
septicemia or adrenal insufficiency is open to 
speculation. Certainly this type of demise is not 
unusual in patients treated with potent doses of 
cortisone or ACTH. 


Conclusion 


There is still question as to the relative place 
of ACTH and cortisone therapy in Stevens-John- 
son syndrome. The two cases presented neither 
demonstrate their value nor detract from their 
potential. usefulness in patients with this disease- 
picture. 

Whether the mechanism of the benefit obtained 
from ACTH or steroids is related to anti-inflam- 
matory and/or anti-hypersensitivity phenomenon, 
or indeed if the reported beneficial action is 
merely a “generalized tonic effect’’®!* is not per- 
tinent to this discussion. 

Nevertheless, mild and moderate forms of 
Stevens-Johnson syndrome can be treated with- 
out ACTH or corticosteroids. The plea for cau- 
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tion and intelligent evaluation of the severity of 
the individual disease-process versus possible con- 
sequences of steroid calamity cannot be made too 
strongly. 


Summary 


A short background of Stevens-Johnson syn- 
drome with pertinent diagnostic features is pre- 
sented. A case of Stevens-Johnson syndrome 
which ended fatally (presumably due to compli- 
cations of ACTH therapy) and a moderately 
severe case, conservatively treated, are reported. 
The plea for cautious use of ACTH and corti- 
costeroids in Stevens-Johnson syndrome is made. 
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Special Article 


The Proper Role of Health Insurance in the 
Doctor-Patient Relationship 


WO PRIME causes demand that the medi- 

cal profession and the insurance industry 
gain a mutual understanding today. We both 
want to preserve the voluntary approach to 
health insurance; we both want to maintain the 
confidential doctor-patient relationship with its 
inherent free choice of physician. These, I be- 
lieve, can best be accomplished through meetings 
and discussions at the grass roots level between 
the practicing physicians, and people in the in- 
surance business. 

The solutions to the problems of the accident 
and health insurance industry depend upon the 
providers of medical care. We have a common 
problem and objective—that of bringing adequate 
and ever improving medical care to the American 
public. Neither can succeed alone. Neither can 
survive as free institutions without the other. It 
is therefore the responsibility of the insurance in- 
dustry to make sources of insurance information 
more readily available to the providers of medical 
care. Then the physicians can understand the 
insurance process and reasoning, its approach to 
problems, its accomplishments and goals. It was 
for this primary purpose and for more effectively 
meeting the challenge of our common objective 
that the Health Insurance Council was formed 
eleven years ago. 

The Health Insurance Council is made up of 
eight insurance trade associations—organizations 
whose members are either companies or interest- 
ed specialists, such as medical directors of the 
companies. In this way, life companies, straight 
health and accident companies, and casualty com- 
panies are brought together so that the Council 
can speak for a majority in the business. To- 
gether, the companies represented provide about 
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90 per cent of all the health protection provided 
by such concerns in the country. This does not 
include the coverage provided by Blue Cross, 
Blue Shield and similar agencies. 

Many physicians know the Council as the chief 
source of information regarding the extent of 
voluntary health insurance coverage in the Unit- 
ed States. Annually, since 1947, it has gathered 
and published all available data on the number 
of persons covered by the various forms of acci- 
dent and health insurance in the United States. 

Nearly everyone agrees that, if they desire, peo- 
ple ought to be protected (or should be able to 
protect themselves) against the serious financial 
losses of sickness and injury. Admittedly, there 
are differing opinions as to how this protection 
should. be provided. However, I think that a 
majority of the people agree that the voluntary 
way in health insurance is generally the best way. 

Still, we should not overlook the fact that there 
is an articulate minority which is hardly bashful 
about urging that another method—a compul- 
sory method—hbe tried. Thus, it would seem that 
those of us who hope to see voluntary health in- 
surance succeed should promote the idea and do 
whatever else is required to achieve that aim. 
The consequence of neglecting to do so, it seems 
evident, will be felt far beyond the field of 
health insurance alone. 

One thing we can do and should do is work 
together. To help achieve closer co-operation 
and greater understanding between the medical 
profession and those of us who provide protec- 
tion against the costs of such care—that is the 
basic aim of the Health Insurance Council. 
Through understanding we hope to learn about 
your insurance problems and then work out sat- 
isfactory solutions. 

I am sure most people are aware of the mag- 
nificent service doctors and hospital personnel 
have rendered and are rendering to the people 
of our country. Even those who criticize doctors 
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and others in the medical care field are usually 
quick to praise their work. Medical services are 
so valued, in fact, that these critics insist every- 
one ought to have all he needs—or more—free 
of charge, of course. As I suggested earlier, we 
all agree that voluntary health insurance is the 
answer to the medical care cost problem, and, 
thus, we believe nearly everyone should have this 
type of protection; it is needed, and it will con- 
tinue to expand. Of course health insurance has 
created some difficulties for you. These must be 
and are being eliminated so far as possible. 

The functions of the Uniform Forms Commit- 
tee probably interests you more than any other 
Council business. This committee was formed to 
combat your greatest enigma—the great number 
of forms that the insurance industry requires you 
to fill out. From their work, standard approved 
and acceptable forms have been developed and 
are being used by a large majority of the com- 
panies. In place of a different form being used 
by each company for the same purpose you will 
now find more and more that all companies will 
be using basically the same form. Information 
sought will be in the same sequence of questions 
and with uniform wording so that they may be 
completed more quickly and easily. 

Infrequent, unusual or complicated claim cases 
may require additional information for the proper 
settlement of the claim. It is the desire of the 
insurance company to pay all just claims as 
promptly as possible once they are incurred. The 
sooner they are paid the sooner the patient is in 
a position to pay you for your services and the 
insurance has served the purpose for which it 
was designed. 

The Medical Relations Committee is responsi- 
ble for learning of your problems in connection 
with insurance. It then initiates steps for their 
solution by arranging for discussions of them and 
the establishment of project committees if neces- 
sary to work out the problem. These commit- 
tees are primarily involved in achieving that bet- 
ter understanding between the medical profes- 
sion and the insurance industry that I spoke of 
earlier. 

The Hospital Relations Committee is in a simi- 
lar role with regard to hospital administrators 
and other personnel. One of their largest proj- 
ects has been the establishment of various hos- 
pital admissions plans throughout the country. 
With this the hospital is promptly informed as 
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to the patient’s extent of coverage. This simplifies 
admission through the establishment of credit. 

Some metropolitan areas have a card system 
whereby each hospital has a record of the bene- 
fits in the several group insurance plans in force 
throughout the area. The hospital has a contact 
with the employer to verify that the individual 
is covered. Elsewhere a form originated by the 
employer establishes the extent of the individual’s 
benefits. It provides for an assignment of bene- 
fits to the hospital and includes a claim form. 
This form is almost universally used by insurance 
companies today. In other metropolitan areas 
systems are in force or are being developed for 
prompt verifications of individual accident and 
health coverage, but their use is nowhere near 
as widespread. 

The Technical Advisory Committee deals with 
the technical aspects of problems in the industry 
and those referred to them by the other com- 
mittees. Recent or current studies of this group 
include a pilot study of over-insurance, hospital 
outpatient care survey, and a study of relative 
value unit schedules. 


The Information and Publications Committee 
is responsible for making insurance statistics and 
other information available to the public. Various 
pamphlets have been furnished you explaining 
insurance so that you can better understand it and 
be in a better position to discuss with or advise 
your patients when necessary. 

Let me point out some of the statistics pub- 
lished by this committee as gathered from all 
available sources. As of the end of 1956, just 
under 116,000,000 people were insured against 
hospital expenses out of a population of about 
170,000,000. Of course there are large segments 
of the population, such as the indigent and medi- 
cally indigent, for whom the insurance principle 
is not applicable. Therefore the optimum number 
covered is rapidly being approached. This repre- 
sents a solid endorsement by the American public 
of the principle of voluntary insurance it seems. 
In contrast to the 12,000,000 covered for these 
benefits in 1940, the rate of growth is truly amaz- 
ing. 

At the end of 1956, 101,000,000 were covered 
for surgical expense benefits. This compares with 
about 7,000,000 in 1940. Of these numbers over 
50 per cent are protected by policies issued by 
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insurance companies, nearly 50 per cent by Blue 
Cross, Blue Shield and medical-society-sponsored 
plans, and under 5,000,000 by independent plans. 

As to other types of benefits about 65,000,000 
are insured against the expense of medical visits 
and 22,000,000 for loss of income. The newest 
and most rapidly growing type of health insur- 
ance—major medical or catastrophe medical in- 
cluding the broad spectrum of medical expenses— 
covered 8,800,000 at the end of 1956. This type 
of coverage is only about six years old but to my 
mind will be predominant within the next de- 
cade. The combined benefits paid by these plans 
in 1956 totaled $3,600,000,000. It is estimated 
that the total payments in 1957 will be $4,200,- 
000,000. The number insured at the end of 1957 
are estimated to be 123,000,000 for hospital bene- 
fits, 109,000,000 for surgical, 74,000,000 medical, 
13,000,000 major medical and 43,000,000 for loss 
of time. 

Statistics are cold things and even though they 
tell a story, a far more interesting story lies in the 
things that go to make them up. The health 
insurance story is a fascinating one dating back 
to the ancient Chinese who paid certain persons 
claiming particular skills or powers to keep them 
well. These purveyors, of course, paid with their 
lives if the customer died. As medical science 
progresses, the art of medicine or medical prac- 
tice will probably turn from the curative to the 
preventive with greater assurance of fulfillment 
than that of the ancient Chinese. 

The code of Hammurabi contained a surgical 
schedule setting forth the procedures and estab- 
lishing the fees as well as the penalties for fail- 
ure, of course. Oscar Ewing and company pro- 
posed something similar, though dressed up in 
modern day trappings. Some of his followers are 
still striving to achieve their ends by any means. 
We must be ever watchful of their efforts, and we 
must progress the voluntary approach to medi- 
cine if we are to preserve the freedom of the 
individual which we prize so highly as Americans. 

Since accident and health insurance deals so 
closely with the medical profession, we in the 
insurance industry have perhaps been too prone 
to assume that you are intimately familiar with 
the insurance process. Actually you have probably 
never had time to learn about it. Until recently 
you have probably not had any interest in learn- 
ing about it. I have discovered that my personal 
Physician and physician-friends aren’t familiar 
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with my business. Let me give a capsule descrip- 
tion of the insurance mechanism. 

Insurance is the pooling together of funds of 
foresighted individuals against possible financial 
contingencies and payment of funds from that 
pool when persons within the group are stricken 
by the hazard. To assure the success of this 
mechanism, the cost of the insurance must be kept 
within the reach of the buying public. In this 
connection, it is important to realize that insur- 
ance neither multiples dollars nor reduces aggre- 
gate costs. The presence of insurance should not 
be regarded as increasing the public’s ability to 
pay. Rather it is a convenient method of spread- 
ing costs among self-supporting individuals. Any 
aggregate increase in costs for the whole insured 
population will merely be reflected in increased 
premium rates. 

One of the reasons for developing all forms of 
health insurance was to remove the fear of the 
financial consequences of a serious illness and 
thus encourage the prospective patient to seek 
early preventive care. The attainment of this 
objective is not meant to deny physicians (and 
other providers of services in the health field) a 
normal up-grading of income along with the rest 
of the population in inflationary times. Rather, 
it is an expression of confidence, based on past 
experience, that fees and charges will not rise just 
because of the presence of insurance. 

One point that should be recognized here is 
that insurance companies do not attempt to set 
fees for medical services by establishing indem- 
nities in their policies payable for those services 
when performed. Nor do we represent such in- 
demnities as being equivalent. to your fees. We 
recognize and solidly support the principle that 
your fee is established by agreement between you 
and your patient. 

Insurance premium rates are established by 
measuring the frequency of occurrence of the haz- 
ards insured against and priced based on _ the 
amount of indemnity payable in the event of 
such hazard. The frequency of occurrence will 
vary by classes of insureds. The amounts of 
indemnity purchased will vary by the insured’s 
ability to pay and by the financial standard of 


living in his community or area. For example, 
hospital charges for semi-private room accommo- 
dations are notably higher on the West Coast than 
in the South and in urban centers in contrast to 


rural communities. Therefore amounts of indem- 


487 





PROPER ROLE OF HEALTH INSURANCE—CROSBY 


nity purchased vary by the expected charges to 
be incurred. 

An example of the variance in rates based on 
frequency of occurrence is found in_tonsillec- 
tomies. They are more frequent for children than 
adults. Conversely, appendectomies are more fre- 
quent in the older of the two groups. Recog- 
nizing that charges for appendectomies are nor- 
mally higher, amounts of indemnity purchased are 
proportionately higher. Yet they may not coin- 
cide with nor in some instances closely approxi- 
mate the difference in levels of charges within a 
given area. It would be most beneficial to the 
public and the costs of medical services could be 
more adequately insured against if relative value 
unit schedules could be adopted by the medical 
profession and unit values established by com- 
munity. 

Types of accident and health insurance fall basi- 
cally into two categories: group insurance and 
individual insurance. Group insurance is pro- 
vided by a master policy issued to cover a num- 
ber of people who are grouped together for some 
purpose other than to buy insurance. The policy 
may be issued to an employer, a labor union, a 
labor trusteeship or an association. The employes 
or members are insured under the policy as long 
as they retain the relationship which forms the 
basis of the group. An individual policy, as the 
name implies, is issued to an individual to cover 
only himself, or in some instances, himself and 
family. It can be easily seen that in selling indi- 
vidual policies there is not the broad coverage 
spread as under a group policy. This results in a 
number of differences between the two types of 
policies. 

Group insurance covers everyone regardless of 
health conditions. Normally, there is no pre- 
existent disease restriction. In the case of indi- 
vidual coverage, benefits resulting from pre-exist- 
ent conditions must be limited or everyone with a 
bad heart, liver, and other ailments would pur- 
chase an individual policy just prior to his treat- 
ment or operation. In other words (or in insur- 
ance terminology) the individual policy must be 
more carefully or rigidly underwritten and gen- 
erally requires satisfactory evidence of insurability 
or may even be ridered to exclude certain specific 
conditions, normally pre-existent. Group insur- 
ance can offer similar coverage at less cost because 
there is less expense involved in writing the policy 
and the element of adverse selection is not as im- 
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portant a part in the purchasing of the policy. 

Broadly speaking, there are four kinds of poli- 
cies sold by accident and health-writing insurance 
companies: (1) those which provide accident and 
sickness weekly benefits, (2) those which provide 
benefits in the event of hospital confinement, 
(3) those which provide benefits for medical or 
surgical care and (4) those providing benefits for 
the broad spectrum of medical services and care, 
known as “major medical” or, as one type is re- 
ferred to, “comprehensive” or “multi-medical.” 
Some few companies will write only one of the 
above but all are available from some company 
to almost every citizen. 

Accident and sickness weekly benefits is the 
basic accident and ‘health insurance policy with 
respect to wage earners. It meets the first need in 
event of disabling accident or sickness, that is, 
partial replacement of lost income. It is by far 
the oldest type, some forms of it’ dating back to 
the late nineteenth century. This kind of policy 
most closely reflects the primary purpose of acci- 
dent and health insurance—protection of the in- 
sured’s income and finances. To my mind, this is 
the first kind of policy that should be provided in 
any program for wage earners. 

Typical hospital benefit policies provide specific 
amounts of indemnity for a specified number of 
days of hospital confinement against hospital 
charges for room and board. Additional benefits, 
called “miscellaneous benefits,” generally stated 
as a multiple of the daily board and room benefit, 
are provided for ancillary services of the hospital 
and emergency outpatient treatment in the event 
of accident. 

Surgical policies normally contain a schedule of 
maximum indemnities payable for specified surgi- 
cal procedures with an over-all maximum for any 
one disability. Various levels of benefits are pro- 
vided in these schedules, in other words over-all 
maxima of $200, $300, $400, or the like, with 
the amounts provided for specified procedures 
graded accordingly. 

Medical benefit policies provide specified 
amounts for doctor visits at home, in the office 
and at the hospital. The most common type pays 
only for visits in the hospital, generally not in con- 
nection with surgery, and are written in combina- 
tion with a hospital benefits policy. 

Other types of policies provide scheduled or 
non-scheduled benefits to a specified maximum for 
diagnostic x-ray and laboratory procedures. Other 
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policies provide benefits in lieu of or in excess of 
basic benefits in the event of poliomyelitis. Others 
provide additional and broader benefits in the 
event of accident. 

The newest kind of policy, major medical, 
covers the broad scope of medical charges includ- 
ing nursing services, prescription drugs, and appli- 
ances in addition to the usual benefits for hospital, 
surgery and the like. They are of the non- 
scheduled variety and provide much higher over- 
all maximum benefits per disability or per indi- 
vidual. Limits are $5,000, $10,000, or higher and 
are designed primarily to cover the financially 
catastrophic illness. They are of two basic types. 
One is written with basic, specified benefits plans 
which pays after the basic benefits plus a deduc- 
tible, known as a corridor deductible, have been 
used up. The other type has an initial deducti- 
ble, that is, the amount of initial charges that the 
insured is required to pay himself. It is similar 
to the deductible on automobile insurance. The 
policy then pays a specified percentage of all rea- 
sonable charges above this level up to the maxi- 
mum provided. The usual percentages are 75 per 
cent or 80 per cent and deductibles range from 
$25 upwards. The deductibles are for the purpose 
of eliminating the high frequency, small amount 
claims which are expensive to administer and add 
greatly to the cost of the insurance and can more 
cheaply be budgeted for by the insured. The co- 
insurance provision is to have the insured retain 
a direct financial interest in the charges incurred, 
thereby discouraging overuse or abuse. Hospital 
benefits are generally geared to the semi-private 
level of charges. 

Disabilities covered by workmen’s compensation 
and similar laws, care in veteran’s hospitals and 
charges that the insured is not otherwise required 
to pay are excluded to prevent duplication of 
coverage or over-insurance so that the policy may 
not be used to make a profit. 

I believe it is clear from the above that the 
basic purpose of insurance is to protect the in- 
sured’s finances in the event of accident or sick- 
ness. We do not become involved in the provid- 
ing of medical care, only in the financing of it. 
It is solely the doctor’s province to determine what 
services are needed in his patient’s best interest. 
The confidential doctor-patient relationship and 
the principle of free choice of physician are re- 
tained. The doctor and patient agree upon the fee 
to be charged and the services to be performed 
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and we serve only in a financing capacity to the 
insured. That, to my mind, is the proper role 
of insurance in the doctor-patient relationship. 

Blue Cross, Blue Shield, and similar agencies 
take a somewhat different approach to this financ- 
ing, that is, the service approach. Rather than 
providing indemnities they agree to see that cer- 
tain services are provided and then contract with 
the hospitals and doctors for the providing of 
those services. We have marked differences stem- 
ming from our difference in approach and, at 
times, have violent disagreements being in direct 
competition with each other. At the same time, 
we have mutual respect for each other and I 
believe we both agree that our continued co- 
existence and growth is in the best interest of the 
American public. It is because we both have the 
same purpose and goal—that of providing ade- 
quate financing for the betterment of the health 
of the nation. 

What are the further expected developments in 
the medical-insurance field? Despite the rapid 
advances over the past decade in the number of 
people protected against the costs of medical 
care, there are still large segments of the popula- 
tion not so protected. These can be broken down 
into four general categories, recognizing that they 
overlap in various degrees. They are: the indi- 
gent, the medically indigent, our rapidly growing 
older age population and our rural population. 

Considering each separately, I believe the indi- 
gent should look to the state for medical care as 
they do for the other essentials of life. They are 
not insurable, for insurance exists for the protec- 
tion of an individual’s income and finances. Here, 
there is nothing to insure for they have no income 
or finances. As Mr. John Miller, past chairman of 
the Health Insurance Council and vice president 
of the Monarch Life Insurance Company, so well 
put it before the Senate committee investigating 
the possibilities for the expansion of health insur- 
ance: “Reinsurance does not make an uninsurable 
risk insurable.” 

As to the medically indigent, they can perhaps 
be insured to a small degree if they are employed. 
As I noted earlier, the amount of insurance avail- 
able for an individual, varies directly with his 
ability to pay. For the most part, I believe they 
can best be provided for through existing social 
agencies as they are today. 

Adequately protecting the rapidly growing older 
age population is one of the most vital problems 
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facing us today. The frequency and amount of 
such care needed by this group is far greater than 
that of younger adults and those more actively 
employed. Therefore, the cost of providing such 
care is likewise that much greater. 

A great deal is being done, judging from re- 
ports I read, to care for these people through 
expanding hospital-controlled home care pro- 
grams and through improved nursing homes and 
similar institutions. The biggest problem to the 
older age person is generally finances. Our rapidly 
expanding economy and rising cost of living is not 
helping the situation. Planned retirement income 
has not kept pace with the economy and this 
group is the one that has been hurt. 

In the insurance industry, we have been work- 
ing on this problem for the past several years and 
various approaches have been tried with varying 
degrees of success. Recognizing that the older age 
person has less need for large amounts of life 
insurance, some plans have diverted part of the 
benefits payable in the event of death to payment 
in the event of illness. These plans retain only an 
essential death benefit, recognizing that the other 
benefits would otherwise go only to the benefit of 
the younger living. 

Other approaches have employed the principle 
of pre-funding. This offers considerable advan- 
tage, but is complicated by difficulties of admin- 
istration. As our experience develops regarding 
the known frequencies, duration, and costs of ill- 
ness in the older ages we can more accurately 
price this protection and give more stability and 
permanence to it. 

Many companies are now offering what is 
known as non-cancelable and guaranteed renew- 
able individual accident and health insurance. 
Some group plans provide for the continuance of 
protection on retired employes. The extent, how- 
ever, to which industry as a whole can continue 
to finance the cost of insuring their retirees is 
limited. Both the insurance industry and the 
medical profession must continue to work on this 
problem together toward a more satisfactory solu- 
tion. Your marked achievement in the prolonging 
of healthy, useful lives merits the highest com- 
mendation. We must now face the problem of 


making those lives happy lives, free from the 
pressing financial care that mars some of them 
today. 

Individual protection is available to our rural 
population now but the marketing of it presents 
a difficulty in that the costs of such marketing are 
not adequately supported by the resultant sales. 
Improved transportation facilities are making 
urban medical centers more readily available to 
rural people. The growth of medical facilities in 
the rural areas makes the need for financing the 
costs of such care urgent. We hope to develop 
shortly a group basis or something similar which 
will make this protection available to the rural 
population on a low cost basis in line with the 
lower cost of living typical of these areas. 

As to other future developments in the medical 
insurance field I anticipate a rapid expansion and 
continuing growth of the major medical or com- 
prehensive medical type of insurance. Its rate of 
growth, broadening of enefits, and reduction of 
underwriting restrictions depend upon the con- 
tinued integrity and greater understanding of the 
coverage by the medical profession. Education of 
the insurance-buying public to avoid unnecessary 
or overuse and abuse is also needed. If properly 
used and understood, it can achieve its goal of 
providing the broadest possible coverage of medi- 
cal care costs to the American public at the lowest 
premium rate. 

What will this development mean to the medi- 
cal profession? It will give you assurance that 
your insured patients have adequate financial 
protection against the reasonable costs of whatever 
medical care you deem advisable. It will remove 
concern for the limiting factor of financing in 
prescribing for their needs. 

The very fact that I was invited to present these 
views indicates that the medical profession and 
insurance business are gaining in understanding 
each others problems. The medical profession 1s 
to be congratulated for having set in this country 
a world standard for medical care. Yet, with this 
continued close co-operation between medicine 
and insurance, I feel we can achieve a standard 
of medical care beyond our fondest dreams today. 
That is our common goal. 
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Medical Progress 


Chemotherapy of Leukemia 


HE PAST ten years have seen the develop- 

ment of several new drugs which improve con- 
siderably the outlook for management of the leu- 
kemic disorders. Although none has yet been 
found which will produce cures, there has been 
improvement in survival times in acute leukemia 
and in both acute and chronic forms it has been 
possible to make survival periods much more 
comfortable. 

Leukemia is among the malignancies which ap- 
pear to be increasing in frequency. There is 
considerable evidence to suggest that this is world 
wide in scope and apparently largely due to a 
higher incidence in older age groups. Increased 
recognition of cases no doubt accounts for some 
of this, but, as in the case of lung cancer, the 
increase is more than can be accounted for solely 
by such factors. The reason for this is not clearly 
due to obvious factors such as exists in the rela- 
tionship between smoking and lung cancer. What 
effect increasing radiation expOsures may have is 
a moot question. 

Because leukemia is a disease which is becom- 
ing more frequent and because we now have drugs 
which make possible improved treatment, it is 
even more important to differentiate the various 
types of the disease. Recently published studies 
of MacMahon and Clarke indicate that the com- 
monest type of acute leukemia is myelogenous, 
whereas in chronic leukemia the lymphatic type 
is more frequent.1 We sometimes think that acute 
leukemia is a disease of youngsters but acute forms 
are by no means confined to youth. Actually there 
is a higher incidence of acute myelogenous leu- 
kemia in the older adult group than there is in 
children. The data of MacMahon and Clarke 
indicate a higher incidence of acute myelogenous 
leukemia in children than acute lymphatic leu- 
kemia, although I am certain that it is the clinical 
impression of most of us that acute lymphatic leu- 
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kemia is much commoner in the early ages. The 
chronic forms of the disease are almost exclusively 
diseases of middle and later iif. 

In considering clinical and therapeutic aspects, 
the importance of proper classification needs em- 
phasis because of the “type-specific” nature of 
many of the newer drugs. Proper classification re- 
quires examination by competent blood morpholo- 
gists since the choice of treatment will depend 
largely on the type of disease diagnosed from blood 
and bone marrow examination. Main emphasis 
is given in this discussion to myelogenous and 
lymphatic leukemia since these are more frequently 
encountered than are monocytic leukemia or leu- 
kemic reticuloendotheliosis. Actually, the diag- 
nosis of monocytic leukemia is often a questionable 
one. Bone marrow study indicates that many of 
these are actually myelogenous in type but have 
numerous monocytoid cells in the peripheral blood 
or marrow. 


Acute and Sub-Acute Leukemia 


Acute and sub-acute leukemia are considered to- 
gether since treatment of these two types of the 
disease is similar. Differences in clinical mani- 
festations are usually ones of degree of severity. 
Leukemic reticuloendotheliosis is generally “acute”’ 
from the standpoint of cell morphology but usual- 
ly runs a sub-acute clinical course. The develop- 
mental pattern may be primarily towards granu- 
locytes, in which case it is described as leukemic 
reticuloendotheliosis of myelogenous type. Where 
development is to cells of the lymphatic series, it 
is described as reticuloendotheliosis of lymphatic 
type. The developmental pattern may be mixed 
When the morphologic diagnosis is established, 
treatment can be planned intelligently. 


Treatment.—The availability of new drugs for 
the treatment of acute leukemia make it impor- 
tant to consider carefully the problems of total 
care of the patient. The effect of many of these 
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TABLE I. DOSAGE RANGE OF THE FOLIC 
ACID ANTAGONISTS 








Drug Dosage in mg. Per Day 


CHEMOTHERAPY OF LEUKEMIA—GREEN 








Aminopterin | 0.5-1 
Amethopterin 3-5 
| 


drugs is a delayed one, and, therefore, blood re- 
placement, maintenance of fluid balance, and 
antibiotic therapy often make survival possible 
until the specific drug becomes effective. Since 
survival statistics have in some cases been im- 
proved, treatment must be planned for longer 
periods of time than was once the case in acute 
leukemia. 


During the development of the drugs now in 
use, countless thousands of compounds have been 
tried and of these a few have proved to be effec- 
tive. Among them are a number of compounds 
known as antimetabolites, implying interference 
with certain fundamental metabolic functions of 
cells. The first to be discussed is the group known 
as the folic acid antagonists, 


The Folic Acid Antagonists——Investigation of 
this group of compounds began prior to 1947 
when it was found that feeding a folic acid-like 
substance to certain laboratory animals produced 
an acute deficiency syndrome and at the same time 
a fall of the white blood count to low levels. This 
suggested its use in blood dyscrasias, and as a 
consequence many folic acid analogues were stu- 
died. The commonest of these now in use are 
aminopterin, reported by Seegers et al. in 1947, 
and amethopterin. 

The basis for the action of these drugs is the 
principle of biologic competition of structurally- 
related compounds. That is, by competing with 
a normal growth factor, in this case folic acid, 
they effectively block the normal metabolic func- 
tion of that factor and interfere with cellular 
growth and reproduction. They are not complete- 
ly selective so far as the malignant cells are con- 
cerned but appear to have a greater effect on 
rapidly metabolizing leukemic cells than on normal 
cells. There seems to be no real advantage of 
one of these drugs over another since comparable 
effects can be achieved dose for dose. 

The folic acid antagonists are not without dang- 
er since they do affect normal cells and often 
produce striking toxic effects when given in full 


therapeutic dosage. Milder toxic symptoms in- 
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TABLE II. RESULTS OF TREATMENT OF ACUTE 
LEUKEMIA 


With Folic Acid Antagonists 








Percent Remissions 








Acute Acute 
Author No. of Cases Lymphatic | Myelogenous 
Fessas | 97 (collected from | 45 27 
the literature) | 
Dameshek | 32 


43 27 





clude stomatitis, alopecia, pharyngitis and diarrhea. 
Hypoplasia or aplasia of the marrow and serious 
gastrointestinal hemorrhage sometimes occur and 
these more serious manifestations require prompt 
cessation of therapy. Frequent blood examinations 
need to be done to follow the progress of therapy. 
Depending upon weight, age, size and physical 
condition of the patient, the general accepted 
dosage ranges for initial therapy are indicated in 
Table I. 

Oral dosage is as effective as parenteral and 
is the preferred method of administration. Set 
patterns of therapy cannot be outlined, since 
this depends on many factors such as the white 
count, the physical condition of the patient, and 
the occurrence of toxic symptoms. The duration 
of therapy also depends on such factors, and the 
question of whether to use interrupted or con- 
tinuous therapy is not entirely settled. Farber 
advocated continuing therapy through remissions, 
but Burchenal believes that treatment should be 
interrupted once remission has been achieved. At 
any rate, one should try to continue treatment 
until remission occurs as indicated by subjective 
improvement and return to normal or near-nor- 
mal status of the blood and marrow. Sometimes 
relatively long remissions can be achieved, and, 
because of this and the likelihood of toxic reac- 
tions, it is probably better to treat on an inter- 
rupted schedule. 

The first temporary remissions in acute leu- 
kemia in children treated with aminopterin were 
reported by Farber in 1948.2 Dameshek reported 
a group composed largely of adults at about that 
same time.* It has become apparent since then 
that the folic acid antagonists are much more 
effective in the treatment of acute leukemia in 
children than in adults. Just how effective the 
folic acid antagonists are in acute leukemia is seen 
in Table II. 

It is obvious from this that the folic acid 
antagonists are more effective in acute lymphatic 
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TABLE III. MEDIAN (50 PERCENT) AND 10 PERCENT 
SURVIVAL TIME IN ACUTE LEUKEMIA 


Untreated and Treated with Folic Acid Antagonists 











Time in Months | Time in Months 
50 Percent 10 Percent 


Cases and Type of Treatment Survival Survival 





143 cases collected from | 
literature untreated (Haut) 4% 11 

160 cases collected from 
literature treated with F.A.A. 
alone (Haut) 4 9% 

337 cases treated mainly with | 
F.A.A. (a few + hormones) | 
(Farber) | 7 16 











than in acute myelogenous leukemia. Series which 
report results of treatment of adults with folic 
acid antagonists indicate improvement rates of 
only 2.6 per cent up to 10 to 15 per cent. 

The question of whether significant increases in 
life span occur as a result of treatment with the 
folic acid antagonists, is somewhat harder to de- 
termine. In Table III, Haut’s figures suggest 
that there is no significant increase in survival 
time beyond that of cases who had no specific 
drug treatment.® Farber’s data, on the other hand, 
seem to show rather clearly an increase in median 
survival time (time at which 50 per cent remain 
alive) and 10 per cent survival time (the time 
at which 10 per cent remain alive) .” 

Even though we cannot finally answer the ques- 
tion of whether the folic acid antagonists increase 
survival times in acute leukemia, it is neverthe- 
less quite clear that they have real value from 
the standpoint of improving general well-being. In 
some this may be only for relatively short periods 
of time, but in appreciable numbers of cases they 
induce complete or partial remissions of consider- 
able duration. 


ACTH and the Corticosteroids.—In the histori- 
cal sequence, the next drugs to be used in the 
treatment of acute leukemia were the hormones 
ACTH and the adrenal corticosteroids. The use 
of these compounds in leukemia was first suggested 
by investigations of Dougherty and White who 
noted that the administration of ACTH caused a 
depression of circulating lymphocytes and certain 
distinctive changes in lymphoid tissues.* Shortly 
after this, in studies of transplantation of leu- 
kemia in rats, it was found that the adrenal cor- 
tical steroids exerted a protective effect against 
transplantation whereas adrenalectomy tended to 
increase the susceptibility of rats to transplanted 
leukemic tissue.? Such studies led to the use of 
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TABLE IV. RESULTS OF TREATMENT OF 
ACUTE LEUKEMIA 


With ACTH and Cortisone 








Percent of Complete Remissions 





Acute Acute Acute 
Myelogenous | Lymphatic | Monocytic 








425 cases collected from 
literature 








All cases 5.5 | Wa 
Children only 25.0 | 50.0 
Fessas et al 
47 cases 0. | 68. 0 
10 or younger only 0. | 81.0 0 





these compounds in both chronic and acute leu- 
kemias, but their usefulness has been found to be 
greatest in acute forms and particularly in acute 
lymphatic leukemia. 

Dosages vary considerably, but in general 40 
to 80 mgs. of ACTH per day and 100 to 300 
mgs. of cortisone per day are used. Prednisone 
and prednisolone have tended to supersede the 
use of these other compounds primarily because of 
the advantage of producing less undesirable effects 
on electrolyte balance. The usual dosage of these 
compounds is in the range of 30-80°mgs. per day. 
Hypercorticism can be expected in all cases treated 
sufficiently long. In some patients with acute leu- 
kemia when smaller doses are ineffective or when 
there has been failure to respond to other drugs, 
it may be worthwhile to try massive doses of pred- 
nisone, up to one gram per day. 

The early reports of ACTH and cortisone ther- 
apy indicated there was a high immediate remis- 
sion rate primarily in acute and subacute lympha- 
tic leukemia. The often-times dramatic improve- 
ment in anemia, thrombocytopenia, and leuko- 
penia suggests that the effect is myelo-stimulating 
in contrast to the myelo-depressive effect of the 
folic acid antagonists. The difference of the ef- 
fect of the steroids in the treatment of lymphatic 
compared to myelogenous leukemia is even more 
striking than it was in the case of the folic acid 
antagonists. Similarly the results are much better 
in the treatment of leukemia in children than in 
adults. In Table IV it is seen that in a large 
group collected from the literature, only 5.5 per 
cent of cases of acute myelogenous leukemia had 
remission, whereas 27.3 per cent of cases of acute 
lymphatic leukemia experienced remission. When 
children alone are considered, the results are 
more impressive, 25 per cent with acute myelo- 
genous leukemia experiencing remission as com- 
pared to 50 per cent with acute lymphatic . leu- 
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TABLE V. RESULTS OF TREATMENT OF 
ACUTE LEUKEMIA 


With 6-Mercaptopurine 
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| Percent 
Good Partial 
Number of Cases and Age Remission Remission Failure 
| 
| 
87 children (Burchenal ) | 47 18 34 
50 adults 65 








e u 14 20 
24 adults (Hall) 54 (‘Initial Remission Rate’’) 





kemia. The data from the group treated by 
Fessas bear out even more strikingly the differ- 
ence in results of treatment of the two types of the 
disease and the fact that children respond better. 
His data indicate that good results may be ex- 
pected in a very high percentage of cases of acute 
lymphatic leukemia in children and suggest that 
it is the treatment of choice in this type of the 
disease.* 


6-Mercaptopurine—The other major drug cur- 
rently in use in the treatment of acute leukemia 
is another compound which is an antimetabolite, 
namely 6-mercaptopurine. The purines are pre- 
cursors of nucleic acids and the development of 
purine antagonists was again an approach to drug 
therapy based on the principal of biologic compe- 
tition of related substances. The hope was that 
interference with nucleic acid synthesis might af- 
fect the growth characteristics of malignant cells. 
The testing of over a thousand purines and pyri- 
midines for inhibition of tumor growth finally led 
to the development of 6-mercaptopurine which 
inhibited the growth of a variety of experimental 
tumors. It has by now had extensive clinical 
application in leukemia. 

Like the folic acid antagonists, 6-mercapto- 
purine (Purincthol) has important toxic effects. 
These are primarily on blood formation causing 
leukopenia, anemia and thromobocytopenia. Ac- 
cordingly frequent counts must be done in follow- 
ing the course of treatment. Unlike the folic acid 
antagonists, there are no other consistent toxic 
symptoms, although nausea, vomiting and anorex- 
ia may occur. The bone marrow may become 
hypoplastic but marrow recovery and the disap- 
pearance of signs of toxicity usually follow cessa- 
tion of therapy quite promptly. 

The drug is given orally in dosage of 2.5 mgs. 
per kilogram body weight in single daily doses. 
On such dosage, the average adult is given from 
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100-200 mgs. per day and the average child 50-75 
mg. per day. Higher doses than this are seldom 
necessary and increased marrow depression and 
gastrointestinal toxicity often accompany higher 
dosage. In general, it is from three to six weeks 
before 6-mercaptopurine is fully effective and it is 
often necessary to produce leukopenia before nor- 
mal cells begin to reappear in the peripheral blood. 

The results of treatment of acute leukemia of 
all types with 6-mercaptopurine are indicated in 
Table V. 

In the group reported by Burchenal, the results 
seem to be:better in children than in adults with 
65 per cent of the children showing a good or 
partial remission. Thirty-four per cent of adults ex- 
perienced some degree of remission.'° This is con- 
siderably better than the results from the folic acid 
antagonists, however, where remission rates in 
adults were only in the range of 2 to 10 per cent. 
It should be pointed out that in this series a 
number of children resistant to amethopterin and 
cortisone subsequently obtained good remission 
with 6-mercaptopurine. On the other hand, four- 
teen of thirty-seven children who became resistant 
to 6-mercaptopurine subsequently responded to 
treatment with amethopterin. Hall’s “initial re- 
mission rate” in adults indicates that it is far 
superior to other drugs in the treatment of acute 
leukemia in adults. He recommends that 6-mer- 
captopurine be given to the point of virtually 
complete suppression of leukemic leukocytes in 
the marrow and by so treating reports a remission 
rate of 54 per cent.” 

Generally speaking, there is no statistically sig- 
nificant increase in Overall survival time in adults 
from the use of 6-mercaptopurine. In individual 
cases it appears to increase the expected survival 
time and its effect on symptomatic improvement 
more than warrants its use even though “improve- 
ment time” may be short lived. In the treatment 
of children, however, it appears that it definitely 
increases survival time when used alone or in 
sequential therapy with other drugs. In Table 
VI it is seen, for instance, that the median (50 
per cent) survival time is increased from nine 
months to 12.4 months. Expressed in another 
way, adding 6-mercaptopurine to a therapeutic 
sequence of folic acid antagonists and steroids in- 
creases the one year survival percentage from 
29 per cent (folic acid antagonists and/or cortico- 
steroids) to 52 per cent (folic acid antagonists, 
steroids, plus 6-mercaptopurine) .’* 
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TABLE VI. SURVIVAL TIME IN ACUTE LEUKEMIA 


Cases Treated with Folic Acid Antagonists Steroids 
and 6-Mercaptopurine-Burchenal 








| Median (50%) Survival 








No. of Cases and Treatment Time—Months 
154 children—F.A.A. and Steroids | 9. 
184 children—F.A.A., Steroids and 6 M.P. | 12.4 
| 7 


122 adults—F.A.A., Steroids and 6 M.P. 


The Glutamine Antagonists——Another group of 
antimetabolite compounds currently being studied 
is that known as the glutamine antagonists. These 
compounds act by interfering with certain funda- 
mental stages in the synthesis of nucleic acid 
purines in contrast to the action of 6-mercapto- 
purine which acts by competing with other pur- 
ines in the process of synthesis of the nucleic acids. 
The two compounds mainly being studied are 
azascrine and DON. These have been found to 
have no practical value when used alone but 
they are thought to delay the development of 
resistance to 6-mercaptopurine when used in con- 
junction with that compound. Trials are under 
way to determine whether the combination of 
§-mercaptopurine and azaserine is better than 
§-mercaptopurine alone, but as yet this question 
has not been answered. 

Summary.—In summarizing the results of treat- 
ment of acute leukemia, it is apparent that adults 
are benefited less than children. In considering 
a choice of drug, the antimetabolites should be 
the principal drugs used for long-term therapy 
hecause remissions induced are in general longer 
than those induced with the adrenal corticosteroids. 
The action of the steroids, however, is more rapid 
than that of the antimetabolites and in acutely 
ill patients of all age groups, they should be 
used as initial therapy when a delay in the effect 
of the antimetabolite might endanger the life 
of the patient. 

In less acutely ill adults, 6-mercaptopurine is 
the initial drug of choice, since fewer adults re- 
spond to folic acid antagonists than to 6-mercap- 
topurine. Where 6-mercaptopurine fails in adults 
the folic acid antagonists should be tried since 
they will occasionally induce remission. In acute 
lymphatic leukemia in adults, steroids often pro- 
duce striking symptomatic relief and a combinaticn 
of steroid; and 6-mercaptopurine may well be 
the most effective treatment. 

In children not critically ill, the folic acid an- 
tagonists or 6-mercaptopurine should be used 
initially, the latter being preferred in the mye- 
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TABLE VII. SURVIVAL IN CHRONIC LEUKEMIA 
Myelogenous and Lymphatic (Tivey) 














Survival Time— Years Percent 
2.65 50. 
5 22. 
7 10 
10 6. 
20 0.8 


logenous type. Where resistance to one develops, 
the other may be used, since cross resistance does 
not occur. Adrenalcorticosteroids may be used 
in acute lymphatic leukemia in children and in 
combination with an antimetabolite or alone, par- 
ticularly where resistance to the antimetabolite 
develops, or if response appears to be suboptimal. 
There appears to be some justification for using 
massive doses of prednisone in certain desperately 
ill patients. 

In leukemic reticuloendotheliosis the choice of 
drug in general will depend on the direction of 
differentiation of the reticuloendothelial cells. 
Cases which develop along myeloid lines should 
be treated like acute myelogenous leukemia and 
where the development is primarily lymphatic. 
should be treated like acute lymphatic leukemia. 


Chronic Leukemia 


In contrast to acute leukemia which effects 
young and old alike, the chronic forms are prim- 
arily diseases of middle and late life. The course 
of chronic leukemia is quite different from that 
of the acute disease. Survival periods vary from 
a few months up to many years, cases having been 
reported to survive for as long as twenty-five years. 
In an analysis of a large number of series reported 
between the years 1925 and 1951 Tivey found 
no significant difference in survival prospects for 
patients with chronic lymphatic as compared to 
chronic myelogenous leukemia.’* Table VII from 
his data show that 50 per cent of patients will 
be alive 2.65 years after the onset of symptoms 
and 10 per cent survive for as long as seven 
years. Some other series suggest that the median 
survival time is somewhat longer and in the 
range Of three to five years. 

Treatment.—Deep x-ray has been standard ther- 
apy for chronic leukemia for years and: re- 
mains an important method of treatment. The 
question of whether newer drugs will supersede 
x-ray irradiation cannot be answered at this time. 
During the past ten to fifteen years numerous 
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TABLE VIII. RESULTS OF TREATMENT OF CHRONIC 
MYELOGENOUS LEUKEMIA 


With Myleran 














Percent 
Number of Cases Remissions Duration 
Galton 19 | 42 6 months to over 
| 21 months 
Hyman and Gelhorn 21 81 Up to 48 months 











other agents have been used including urethane, 
P32, the so-called alkylating agents including nitro- 
gen mustard, triethylene melamine (TEM) and 
the phosphoramides (TEPA, Thio-TEPA). Of 
these, probably P32 alone will survive as an im- 
portant method of treatment of leukemia. The 
others have been of considerable value in investiga- 
tion and at times for treatment, but the search 
has gone on for drugs which have greater margins 
of safety and offer more promising clinical results. 


Myleran.—Myleran is the one of these drugs 
which has proved to be of major importance. 
Its development grew out of investigations of 
compounds related to the nitrogen mustards which 
were known to be of value in the treatment of 
Hodgkin’s disease. In the early studies, myleran 
_showed a striking depressive effect on the myeloid 
series in both laboratory animals and man. The 
initial studies of the effect of this compound in 
chronic myelogenous leukemia in man were re- 
ported in 1953 by Galton."* Since that time there 
have been numerous additional reports indicating 
that myleran is the chemotherapeutic agent of 
choice in the treatment of this type of leukemia. 

The effects of myleran are thought to be due 
entirely to its ability to depress granulocyte forma- 
tion in the marrow. Lymphocytes are only slight- 
ly affected and generally not significantly. The 
platelet count is almost alwavs depressed to some 
degree and must be watched carefully to avoid 
severe thrombocytopenia. Peculiarly enough, 
however, an occasional case treated with myleran 
develops a marked thrombocytosis. Striking clini- 
cal improvement may occur in as short a period 
of time as two weeks and generally speaking, re- 
gression Of spleen size occurs about as frequently 
and to the same degree as with irradiation. 

The toxic effects of myleran are mostly limited 
to its effect on the bone marrow so that frequent 
blood counts are indicated to follow the progress 
of treatment. In sufficient dosage it may produce 
aplasia of the marrow and thrombocytopenia must 
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be watched for. A decline in immature granulo- 
cytes generally occurs before there is a reduction 
in mature cells. Response in terms of cell de- 
struction may be so rapid that high levels of uric 
acid at times develop in the blood leading to renal 
damage from uric acid blockage of the tubules. 
Because of this, it is important to maintain a 
high fluid intake particularly during the initial 
phase of treatment of cases with very high total 
white counts. Myleran is not recommended in 
chronic lymphatic leukemia because of its myelo- 
depressive effect and because it is generally ineffec- 
tive in this type of the disease. Cases of acute 
leukemia fail to respond to myleran. 

The dosage schedule of myleran varies some- 
what depending on the sensitivity of the patient to 
the drug, but initial dosage of 4 to 6 mgs. per 
day appears to be generally satisfactory. Some 
cases prove more resistant and require doses up 
to as high as 20 mgs. per day to bring the white 
count to satisfactory levels. Daily dosage should 
be maintained until the leukocyte count is in the 
range of 8,000 to 10,000 per cubic mm. and the 
dosage may have to be revised upwards or down- 
wards, depending upon the patient’s response. 

The question of maintenance dosage with my- 
leran has not been settled, but in general, inter- 
rupted courses of treatment are recommended 
with recurrence of symptoms and deterioration 
in the blood picture being the indications for re- 
treatment. The dosage schedule for re-treatment 
is the same although larger doses in subsequent 
courses may be necessary and some fail to respond 
to re-treatment. Patients who relapse as soon as 
the drug is stopped are best treated with mainte- 
nance dosage in the range of 2 to 4 mgs. per day. 

It is too early to compare the survival data of 
patients treated with myleran with those treated 
with x-ray or P32. The evidence noted in Table 
VIII and the opinion of these and other authors, 
suggest that myleran will be as effective as x-ray 
or P32.14,15,16 

Whether myleran will prove superior to irradia- 
tion therapy requires longer experience. It has at 
times proven to be effective in patients refractory 
to irradiation and should be tried in such cases. 
In contrast to the more expensive equipment re- 
quired for x-ray or P32 therapy, it has the ad- 
vantage of being low in cost, Furthermore, it 1s 
a method of treatment easily administered and 
lacking in the undesirable side effects which often 
accompany deep x-ray therapy. 
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CHEMOTHERAPY OF LEUKEMIA—GREEN 


Colchicine Derivatives—Colchicine is known 
to have an antimitotic effect and two of its deriva- 
tives have been used in chronic myelogenous leu- 
kemia. One of these, colcemid, has been reported 
0 produce a high percentage of remissions in 
cases of chroric myelogenous leukemia when given 
in dosages of 3-10 mgs. per day by mouth. Rapid 
lapse occurs when this drug is stopped and 
maintenance therapy is necessary. 


Chlorambucil—Further investigation for effec- 
tive and safe drugs for the treatment of chronic 
lymphatic leukemia led to the development of 
another compound which is related to the nitrogen 
mustards, namely, chlorambucil. Contrary to my- 
lean, this drug was found to produce spectacular 
decreases in lymphocytes and was first investigated 
in a variety of malignant lymphomas including 
chronic lymphatic leukemia. The results from 
using chlorambucil in chronic lymphatic leukemia 
are less impressive than are those with myleran in 
chronic myelogenous leukemia. The experience 
has not been as extensive as with myleran but 
there is less enthusiasm about its use. Most pa- 
tients feel better and experience some degree of 
improvement in strength. A fall in white count 
will occur due primarily to a decrease in the 
number of lymphocytes. In most, a decrease in 
granulocytes will also be seen, the degree being 
related to the size of the dose. This effect is 
promptly reversed when the drug is discontinued. 
The effect on platelets is variable, some cases 
showing no effect and some a serious thrombocyto- 
penia. Cases have been reported in which an 
initial thrombocytopenia was not appreciably af- 
fected by the drug and this should not necessarily 
exclude its use in such cases. 

Toxic effects of chlorambucil, like those of my- 
ran, are entirely confined to the effect it has on 
the bone marrow. The riskiest patients from this 
standpoint are those who have hypoplastic mar- 
ws from long standing disease or from extensive 
treatment, and these may develop severe granu- 
locytopenia, anemia and occasionally thromobocy- 
topenia. 

The dosage of chlorambucil is .1 to .2 mg. per 
kilogram of body weight daily, with an initial 
course of treatment which ranges from four to 
eight weeks, The smaller dose should be admin- 
istered to patients whose marrows are very heavily 
infiltrated with lymphocytes. Treatment should be 
given as long as there is continuing symptomatic 
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TABLE IX. RESULTS OF TREATMENT OF CHRONIC 
LYMPHATIC LEUKEMIA 


With Chlorambucil 








Subjective 


Objective Improvement 
Improvement 


No. of Cases Excellent—Good—Slight or None 


18—Ultmann 8 | 8 











3 9 
8—Galton | Some benefit 4 No effect 4 





improvement and no trouble from granulocyto- 
penia. The drug should be stopped when the 
white count is in the range of 8,000 to 10,000 per 
cubic millimeter and because“of the hazard of 
granulocytopenia, maintenance therapy is not ad- 
vised. If there is no response after four to five 
weeks of therapy, treatment should be discontinued. 
In the first reports of treatment of chronic 
lymphatic leukemia with chlorambucil, Galton 
noted significant improvement in 50 per cent of 
the cases.’7 Altman claimed that the drug was 
effective Only while being given and that relapse 
occurs as soon as it is stopped.’* Others, however, 
have noted remissions of from three to six months 
in patients who responded. The most optimistic 
report is that of Ultman in Table IX in which 
about two-thirds of the cases showed good or 
excellent objective improvement.’® Further clinical 
trial and longer experience with chlorambucil is 
needed before its place in the treatment of chronic 
lymphatic leukemia can be fully assessed. 


Summary.—In summarizing the chemotherapy 
of chronic leukemia we cannot yet say how the 
newer drugs will compare in terms of long term 
results with x-ray or P32.. Myleran is the drug of 
choice for the treatment of chronic myelogenous 
leukemia and so far appears to be about as ef- 
fective as irradiation. Chlorambucil is of benefit 
in an appreciable number of cases of chronic 
lymphatic leukemia and warrants further trial. 
The treatment of the form of chronic myelogenous 
leukemia described as myeloid megakaryocytic hep- 
atosplenomegaly (MMHS), atypical myelosis or 
agnogenic myeloid metaplasia, has not been dis- 
cussed, but a combination of prednisone and 
testosterone appears to be worth trying. 

The problem of when to treat chronic leukemia 
is at times difficult to decide. When symptoms are 
present there should be no question of justification 
for treatment. Opinions differ as to whether or 
not treatment should be offered to relatively 
asymptomatic patients. Osgood’s survival data in 
chronic leukemia patients treated with regularly- 
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spaced, “titrated dosage” of radioactive phosphor- 
ous suggest that such patients should be treated.?°:** 
The future may well prove that regular treatment 
of all patients with drugs such as myleran will 
also extend their period of survival. 
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COMBINED RENAL AND BILIARY TRACT SURGERY 


(Continued 


given deep x-ray therapy to the right renal region 
following discharge from the hospital. Examination five 
months later revealed a well-healed scar and no evidence 
of tumor. 


Summary 


Occasionally, a patient presents surgical disease 
involving both the biliary tract and right kidney. 
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from Page 478) 


A planned operation combining both types of 
surgery through a single abdominal incision can 
be done without difficulty. Five such cases are 
reported. The postoperative morbidity was not 
increased except in one case. Wound healing has 


been satisfactory. 
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Case Presentation 


Ileus due to Mecamylamine Hydrochloride 


Simulating an Acute Surgical 
Condition of the Abdomen 


VER SINCE the pharmacologic properties of 

mecamylamine hydrochloride __(Inversine) 
were first reported by Stone and associates,’ this 
potent ganglionic blocking agent has enjoyed in- 
creasing popularity in the treatment of hyperten- 
sion. Mecamylamine is a secondary amine and 
possesses a powerful inhibitory effect on the trans- 
mission of impulses at autonomic ganglia and has 
an action almost identical to the quaternary am- 
monium compound, hexamethonium.? However, 
mecamylamine in contrast with other ganglion 
blocking agents such as hexamethonium and pen- 
tolineum (Ansolysen) is almost completely ab- 
sorbed orally. This allows for a more constant 
control of blood pressure in that fluctuations in 
gastrointestinal motility do not cause marked vari- 
ations in the hypotensive effect. Development of 
tolerance to mecamylamine is very slight or non- 
existent. 

All of these agents cause blockade of both sym- 
pathetic and parasympathetic pathways and as a 
result possess the capability of producing consti- 
pation which occasionally progresses to ileus, the 
subject of this report. Other undesirable side ef- 
fects include dryness of the mouth, visual disturb- 
ances, diarrhea, urinary retention, anorexia, nau- 
sea and vomiting, fatigue, sedation, paresthesias 
and orthostatic hypotension. Smirk® believes that 
mecamylamine in therapeutic dosage is more likely 
to cause unpleasant parasympatholytic side effects 
than pentolinium. 

A recent article by Grant and Boyd? reports two 
cases of mecamylamine ileus both of which were 
characterized by crampy abdominal pain and dis- 
tention closely resembling mechanical bowel ob- 
struction. One patient was explored and small 
bowel distention without an obstructing mechan- 
ism was found. The patient died postoperatively. 


ee 


From the Department of Surgery, University of 
Minnesota Medical School, Minneapolis, Minnesota. 
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JOHN F. WALDRON, M.D. 
Minneapolis, Minnesota 


The second patient recovered promptly on non- 
operative management. Two somewhat similar 
cases have recently been seen at the University 
of Minnesota Hospitals. 


Case Reports 


Case 1—Mr. E. S., U.H. #913753, aged seventy-six, 
was admitted to the University of Minnesota Hospitals 
on May 27, 1957, with a tentative diagnosis of a low 
small bowel obstruction. Approximately three weeks 
prior to admission here he had been admitted to another 
hospital for a possible myocardial infarction. He was 
started on mecamylamine therapy, 2.5 mg. q.i.d. for 
treatment of hypertension. Ten days prior to admission 
here he became constipated and was given enemas. 
Three days later the patient was given intravenous fluid 
therapy. He had no stools for three days before admis- 
sion but did pass gas per rectum the day prior to 
admission. Abdominal pain was prominent but was not 
particularly cramping in nature. On admission the pa- 
tient appeared moderately dehydrated and distressed. 
The blood pressure was 200/100, pulse 76, rectal tem- 
perature 100.8 F. The cardiac rhythm was irregular 
and there were occasional rales at both bases. The 
abdomen was markedly distended with many visible 
small bowel loops. Tenderness was not pronounced. 
Auscultation revealed bowel sounds which were gen- 
erally hypoactive but with occasional high pitched 
rushes suggesting possible mechanical obstruction. The 
hemoglobin was 17.6 gms. per cent, white blood count 
was 3,400 with 89 per cent neutrophiles and 11 per 
cent lymphocytes. Blood urea nitrogen was 35 mg. per 
cent, CO, combining power was 18 milliequivalents per 
liter and chlorides 116 milliequivalents per liter. Elec- 
trocardiogram showed atrial fibrillation with no definite 
evidence of myocardial infarction. Roentgenograms of 
the abdomen revealed multiple distended loops of small 
bowel with air-fluid levels and were interpreted as con- 
sistent with an obstruction in the lower small bowel 
(Fig. 1). 

A clinical diagnosis of probable Inversine ileus was 
made but mechanical bowel obstruction was still con- 
sidered a definite possibility. The patient was given 
intravenous fluids and placed on nasogastric suction. 
Barium. enema examination was performed and was 
negative. A Smith long intestinal tube was introduced. 
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There was a large amount of drainage from the Smith 
tube and by the third day after admission, the abdomen 
was only minimally distended. Bowel sounds were hypo- 
active and without high pitched rushes. On June 1 
(the 5th hospital day) contrast media was introduced 
into the intestine via the Smith tube and the radiologic 
interpretation was that of a possible ileus but still most 
suggestive of a mechanical obstruction. By June 3, 1957 
(7 days after admission) the clinical course seemed 
definitely that of an ileus and not of a mechanical 
obstruction, so the patient was started on Urecholine 
5 mg. q.i.d. The patient soon passed gas per rectum 
and the intestinal tubes were subsequently removed and 
recovery was prompt. 


Comment.—This patient presented a persistent 
radiologic picture of mechanical small bowel ob- 
struction as well as physical findings suggestive of 
late mechanical obstruction. Hence, in spite of a 
history of mecamylamine therapy, the situation 


was not entirely clear until there was partial de- ° 


compression by use of a long intestinal tube and a 
good therapeutic response to Urecholine. 


Case 2.—Mr. T. B., U.H. #703373, aged fifty-six, 
was admitted to the University of Minnesota Hospital 
on August 5, 1957, with a six-hour history of crampy 
abdominal pain, vomiting, and distention. Past history 
revealed a subtotal gastric resection with Billroth II 
reconstruction in 1941 for a duodenal ulcer. For the 
last two and one-half years he had been receiving vari- 
ous medications for hypertension including Serpasil, 
Apresoline, and Ansolysen. In April, 1957, mecamylam- 
ine 2.5 mg. b.i.d. was started and the dose gradually 
increased up to 30 mg. a day. For one month prior to 
admission the patient had been having two or three 
watery stools each morning. On admission his blood 
pressure was 260/110, pulse 68, respirations 18 and 
oral temperature 98.6° F. The abdomen was moderately 
distended and tense with increased guarding in both 
upper quadrants and in the right lower quadrant. There 
was no well localized tenderness or rebound. Bowel 
sounds were hypoactive. Rectal examination was nega- 
tive. The hemoglobin was 14.1 gms. per cent, white 
blood count was 14,300 with 87 per cent neutrophils, 
11 per cent lymphocytes and 2 per cent monocytes. 
Urine showed 1+ albumin and the blood urea nitrogen 
was 33 milligrams per cent, serum amylase 73 Somogyi 
units per cent, carbon dioxide combining power 24 mil- 
liequivalents per liter and serum chloride 108 milli- 
equivalents per liter. Roentgenograms of the abdomen 
revealed distended loops of small bowel with air-fluid 
levels (Fig. 2). The differential diagnosis included 
bowel obstruction, cholecystitis, appendicitis, and per- 
forated ulcer as well as drug ileus. Intravenous fluids 
were started and naso-gastric suction was_ instituted. 
Several hours after admission the patient spontaneously 
passed gas and stool per rectum. The cramping pains 
rapidly subsided and recovery was complete over the 
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next few days. This patient has subsequently had bilat- 
eral thoraco-lumbar sympathectomies performed owing to 
the failure of medical management in controlling the 
hypertension and to his intolerance of drug therapy. 


Comment.—This patient had a watery diarrhea 
as the main side effect of his mecamylamine ther- 
apy. Diarrhea as a prominent side effect has been 
described in other reports.?> However, at the time 
of his acute episode, he had a rapid onset of 
cramping abdominal pain and presented with sev- 
eral clinical findings suggestive of an acute surgi- 
cal abdomen. The prompt subsidence of symp- 
toms along with the history of mecamylamine 
therapy obviated any further difficulty in the dif- 
ferential diagnosis. . 


Discussion 


Constipation is a common side effect of the 
ganglionic blocking agents including mecamylam- 
ine. Ileus is less frequent but may be of serious 
consequence because of its similarity to mechanical 
obstruction. Smirk and McQueen*® report consti- 
pation and abdominal distention in fourteen pa- 
tients and “partial ileus” in one patient in a series 
of forty patients treated with mecamylamine. 
Fries and Wilson’ report constipation in thirty-two 
of thirty-six patients receiving mecamylamine 
therapy. It was necessary to stop the medication 
in four patients owing to distention and vomiting 
with obstipation or small liquid stools. Concomi- 
tant administration of neostigmine or some type 
of laxative is frequently recommended. 

Most of the reports in the literature of more 
serious gastrointestinal disturbances presenting as 
surgical emergencies have involved the older gang- 
lion blocking agents such as hexamethonium. 
Bourne and Hosford® in 1951 reported an abdomi- 
nal exploration of a patient with obstructive symp- 
toms who had been treated with hexamethonium. 
The small bowel was red, edematous and distend- 
ed but there was no mechanical obstruction. The 
patient recovered. MacKey and Shaw’ in 1951 
reported a death attributed to paralytic ileus sec- 
ondary to hexamethonium in a patient in whom 
non-operative treatment was carried out. Post- 
mortem examination revealed a distended edema- 
tous small bowel. In 1952 Goldstone® reported a 
death forty-eight hours postoperatively after ex- 
ploration of a patient with pentamethonium ileus. 
McCalla, Creech, and Ford® in 1953 reported two 
cases of hexamethonium ileus. One patient was 
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ILEUS DUE TO MECAMYLAMINE HYDROCHLORIDE—WALDRON 


explored for a possible acute appendicitis and died 
eighteen days later. The second patient was man- 
aged by intestinal intubation and promptly re- 
covered. The two cases of mecamylamine ileus 





trointestinal tract. Recorded side effects vary 
from watery diarrhea to obstipation. More severe 
forms frequently have the characteristics of ady- 
namic ileus but at times manifest as a type cf 


Fig. 1. Flat and upright films of abdomen of Case 1 taken on admission 
after a history of progressive obstruction over ten days (see text). 


Fig. 2. Upright and flat films of abdomen of Case 2 taken on admission 
after a six-hour history of severe cramping abdominal pain (see text). 


with one fatality reported by Grant and Boyd? 
have been noted above. Ganglion blocking agents 
have also been used in the treatment of pre- 
eclampsia and essential hypertension in pregnancy 
with resultant paralytic ileus and death in the 
newborn,!%11 

These drugs apparently by virtue of their abil- 
ity to block both sympathetic and parasympathetic 
pathways, exhibit a variety of effects on the gas- 
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spastic ileus and closely simulate mechanical bowel 
obstruction. In addition, simulation of a localized 
intra-abdominal inflammatory process has been 
recorded by McCalla and associates? and was 
suggested in Case 2 of this report. Wangensteen™ 
has commented on the difficulty that may occur 
on occasion in the differentiation of mechanical, 
spastic and inhibitive (paralytic) ileus. In his ex- 
perience the most frequent type of spastic ileus 
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involves the colon. The recorded observations at 
operation and autopsy as well as the roentgen 
finding in the non-operated cases of ileus due to 
glangion blocking agents have revealed the pathol- 
ogy to be almost exclusively limited to the small 


bowel. 


Summary and Conclusions 


1. Two cases of ileus due to mecamylamine 
hydrochloride (Inversine) that presented as possi- 
ble surgical emergencies are reported. 


2. Clinically these patients appear to manifest 
characteristics of both inhibition (paralytic) ileus 
and spastic ileus and may closely simulate me- 
chanical bowel obstruction. 


3. Mecamylamine as well as other potent 


ganglion blocking agents are enjoying increasing — 


popularity in the treatment of essential hyperten- 
sion and “Drug Ileus” should be considered in the 
differential diagnosis when a patient receiving one 
of these medications presents with an “acute 
abdomen.” 
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Editorials 


SURVIVAL THROUGH INSIGHT 


The world is a place of turmoil, of blood- 
shed, of naked and covert cruelty. The mass of 
men lead lives of quiet desperation. We have 
the means for happiness but most men live in 
misery, openly or privately. That we tremble 
on the brink of destroying our species with atomic 
power instead of using it for security and happi- 
ness, reveals in one stroke how irrational, how 
destructive and self-destructive our behavior is. 
For today the suffering with which most people 
live is, in overwhelming part, man made. No 
longer the elements, wild beasts or even infectious 
diseases are the great dangers. The central threat 
is in man himself; it is his hostility to his own 
kind. Probably no other species in nature is so 
cruel and destructive to its own members. War, 
crime, delinquency reveal man’s destructiveness to 
man directly; and underlying hostility to his fel- 
lows is central in the neuroses, psychoses, and psy- 
chosomatic symptoms. It is obvious in paranoia 
and in suicidal depressions. It is also central in 
human affairs, in the home and in business, pro- 
fessional and social life. 

We see it regularly in books, plays, movies and 
television. People try to love each other—husband 
and wife, parent and child, brothers and sisters— 
but how often does there flow an undercurrent of 
hostility. And if a child grows up with hostility to 
members of his own family, even to his father and 
mother, small wonder that he becomes hostile to 
others and often laden with guilt—small wonder, 
therefore, that the crime rate, the divorce rate, the 
alcoholism, the cruelty, violence and war, hot and 
cold, go on endlessly all over the world. 

This hostility of people to each other, which 
keeps humanity suffering in so many ways and in 
constant fear of each other, is part of a primitive 
mechanism of adaptation—the fight or flight re- 
sponse to any threat, irritation or frustration. How 
powerfully people seek to vent hostility in myriad 
forms, and to escape via alcohol and drugs and 
mental illness, is a measure of how frustrated and 
anxious they are. Most people look for the sources 
of their anxieties and frustrations in the external 
world alone, in others. But however correct this 
is, yet there is almost invariably another source 
—within the person himself. 


Jury, 1958 


Joun F. Briccs, M.D. 
ArtTHuR H. WE Ls, M.D. 
Henry G. Moeurinc, M.D. 


This inner source of fears and frustration, and 
therefore of hate and hostility, few people recog- 
nize; or they may sense its existence without being 
able to define it. The basic source is almost always 
a warping in the emotional development caused 
during the earliest formative years of life, the most 
sensitive period being from conception to age about 
six. “As thé twig is bent, the tree is inclined.” “The 
hand that rocks the cradle rules the world.” 
“There are no problem children, only problem 
parents and environments.” “Give me the child 
until he is six, and you may have him all the rest 
of his life.” The overwhelming weight of clinical 
psychiatric experience confirms the truth of this 
folk wisdom and this educational principal. This 
conclusion is often criticized, even attacked, be- 
cause of the weight of responsibility it lays upon 
parents. But it is the truth, and the truth alone 
will make us free. Only upon it. can we build 
a better world. 

At any rate, the great diversity among individu- 
al persons is predominantly a reflection of the dif- 
ferent emotional pressures through which they 
have passed in early childhood. It is a result 
of the differences in conditioning by the training 
and examples and stresses to which they were 
subjected during their earliest years by those re- 
sponsible for them and important to them emo- 
tionally. Liddell has shown how the instinctual 
mother-child relationship can be disrupted as 
between goat and kid, with devastating after-af- 
fects.1_ Each person, as a result of his early condi- 
tioning, has at the core of his personality a certain 
pattern of motivation, reaction and seeing life. 
The child he once was lives on in the adult, but 
little changed. If this child is a disturbed one 
and too greatly influences the feelings and be- 
havior of the adult, disturbing his mature motiva- 
tions, then all forms of emotional and behavior 
disorders ensue. 

It is of the greatest importance in many ways 
to understand the nature of this childish core, the 
nature of the total personality, of emotional ma- 
turity and the course of development to it. - 

Such knowledge is.basic to education. No edu- 
cation can be called liberal which teaches subjects 
not students, books not reality and intellects with- 
out regard to their base in the emotional life. No 
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man is educated who does not know the nature 
of man. 

Such knowledge is important for religious feel- 
ing. How can a person feel at one with the forces 
which move the universe and himself if he has 
no knowledge of them? Great men have divined 
these truths, but we ordinary people need la- 
boriously to learn them. 

Such knowledge is a sturdy staff and shield 
in personal living, which is a complicated and 
difficult task. Knowledge of self aids understanding 
of others—and compassion for others. Knowledge 
of others helps understanding of self. Both help 
toward mature motivations upon which alone any 
stable life, family, group, nation or world can be 


built. 
Such knowledge provides the key to human 


behavior and thereby to the central problems of . 


our time: social unrest, crime, cruelty, tyranny, 
war. 


Look at the home life of any individual from 
birth to six years of age, and you will have the 
clue to later behavior. The spear creates the 
shield, the cannon—armour, gun-powder—atomic 
bombs, missiles—antimissiles. We move to greater 
danger, greater destruction. We raise orbiting 
satellites; we raise good mature corn and hogs, 
but we do almost nothing to raise good mature 
human beings. The pine tree grows straight if 
it is not warped early. So do children. But we 
are a world of bent trees—because children are 
unwanted, neglected, victims of disrupted mar- 
riages (one in three), or over-protected, domin- 
ated, and otherwise traumatized by the emotional 
disorders or only the well-meaning misguidedness 
of those who rear them. 


If throughout the schools and the churches and 
other agencies and mass media, parents and chil- 
dren both learn the bases of human nature in 
general, and something of themselves in particular, 
they will be helped in handling their own lives 
and in helping others; their capacity for love, 
brotherhood and co-operation will increase at the 
expense of hostility; and a step will be taken 
toward a better world if not toward survival it- 
self. However much we need armaments for the 
present, in the long run our only security must 
rest upon the strength of mature adults. In mak- 
ing better satellites for the present, let us not be 
deflected from the only ultimate need and solution 
—better people, which means an increased per- 
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centage of mature people, which means people of 
good-will. 

What makes Lincolns and Jeffersons or Blue. 
beards and Billy the Kids, is now known, and 
much of it can be taught. 
been tried successfully in many places throughout 
the country at all age levels, from the Bullis plan 
in grade schools, through Elizabeth Force’s course 
in high school? and at college level at Swarth- 
more and other colleges.* Making better people 
and better lives for individuals is a colossal task, 
but not impossible. The formula for atomic power 


Such courses have 


is e=mc’. The formula for proper mature people, 
i.e., people of inner strength and goodwill (for 
only the strong can- be gentle) is proper rearing 
from birth to six years of age. It can be done. 
The knowledge is available. The great need now 
is education at all levels. 
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THE HOSPITAL AND MEDICAL PRACTICE 


Administration Viewpoint 


To physician readers, it should be trite to say 
that hospitals and doctors are two players on the 
same team. Hospitals exist for the sole purpose 
of making good service available to the doctors’ 
patients; doctors look to the hospitals for services 
which they cannot render personally. These in- 
clude x-ray, laboratory, oxygen therapy, physical 
therapy, operating rooms, delivery rooms, nursing 
service, all of which have been provided in re- 
sponse to requests from the medical staff. The 
sole reason for admitting a patient to a hospital 
is to take advantage of these traditional services. 

Currently, in some eight states, hospitals and 
a small number of doctor specialists are involved 
in bitter disputes which, in the light of detailed 
publicity, are seriously damaging the public’s re- 
gard for hospitals and doctors alike. In two 
states the issue has been taken into court. Doctors 
hold that laboratory, x-ray, physical therapy, elec- 
trocardiograms, basal metabolism, and even oxy- 
gen therapy, are technically medical, not hospital 
services. With this label they assert (1) the right of 
the doctor, not the hospital, to bill for these services 
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at rates of their exclusive choosing; (2) defend the 
practicality of each of these departments being 
“an independent organization within an organiza- 
tion”; (3) demand the transfer of insurance bene- 
fits from the service type hospital care plan, to 
the indemnity type doctor care plan. 

Whatever the nature of these services, all agree 
that it is essential to have them available to hos- 
pitalized patients. The public expect them and 
the courts have consistently held that the hospital 
board of control is responsible, legally and morally. 
that these services be available, at high quality, 
and at reasonable cost to the public. Hospitals 
hold this responsibility is not discharged by “farm- 
ing out” a concession for each of these specialties. 

Hospitals are accused of socializing the medical 
profession by the employment of pathologists and 
radiologists. This is biting criticism to hospitals 
who remember that in England it was the hos- 
pitals, not the medical profession, that were first 
nationalized. Hospitals abhor the thought of so- 
cialization just as much as the medical profession. 
Hospitals deny they aspire to hire clinical special- 
ists, and insist upon the continued right to engage 
pathologists and radiologists only because their 
work is entirely distinct from that of the clinician: 


1. It is rare for a pathologist or radiologist to 
be selected by the patient; a particular specialist 
assists because he happens to be the pathologist 
or radiologist serving the hospital. These special- 
iss have no private patients of their own for 
whose care they are responsible. 

2. These doctors step into ready-made, full- 
bloomed income from the day they commence 
their service; they have a monopoly of their spe- 
cialty for all hospitalized patients; they need no 
concern for competition and they suffer no loss 
of income or patients during vacations or other 
absences, 

3. The specialists spend much of their time 
on tasks for which compensation is justified but 
which cannot be charged to the patient, such as 
autopsies, teaching, supervision of personnel and 
research. 

4. Most important, the pathologist and radiol- 
ogist do virtually nothing solely by themselves. 
Much of the work in these departments is done 
by technicians; yet these specialists are demand- 
ing that they collect not only for what they per- 
sonally do, but for what is done by a corps of 
technicians as well. 


‘Jury, 1958 


Physicians say that if hospitals are permitted to 
hire radiologists and pathologists they will hire 
pediatricians, surgeons, and obstetricians as well. 
Hospitals say that new financial arrangements for 
laboratory and x-ray will be precedent for labeling 
many other hospital services as medical services 
subject to control of doctors, financially independ- 
ent, and removed from the jurisdiction of the 
board of trustees. Concessions for x-ray, labora- 
tory, E.K.G., E.E.G., physical therapy oxygen 
services, each independent financially and in man- 
agement prerogatives, would reduce the hospital 
to an administrative monstrosity incapable of 
rendering efficient service. 


It is time the controversy was settled nationally 
and locally. During five weeks of the Iowa court 
trial not one proposed improvement over the 
present system has been substantiated;—the only 
demand is a change in the flow of money together 
with an ill-defined search for prestige. “I want 
is an oft- 
Yet, surgeons do not seek the 
privilege of employing the operating room nurses 
and billing for their services. With the unques- 
tioned high quality already attained in laboratory, 
x-ray, and other hospital services, and with the 
earnings of pathologists and radiologists now near 
the very top of all medical specialists, what is 
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to be considered just like the surgeon,’ 
repeated phrase. 


the evil of the present system that is so deplored? 
And if there are evils, will calling the services 
medical services instead of hospital services cor- 
rect them? Will the mere change of the flow of 
money correct them? Will either the name change 
or the revised flow of money benefit the patient? 


The pearl of prestige is something only the 
medical profession can bestow—not the hospitals. 
Hospitals that are not properly equipping and 
staffing these departments should find funds and 
do so. If there is interference with the doctor’s 
professional freedom, it should cease. If there 
is exploitation of doctor, hospital, or patient, it 
should be corrected. Physicians who are earning 
well above the average of other specialists and 
who are free to render the professional service 
for which they have been trained, should leave the 
management responsibilities to the business men 
on hospital boards. Hospitals and doctors to- 
gether must solve our problems of providing 
health services to the: public. 


Donatp W. CorpEs 
Des Moines, Iowa 
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IOWA HOSPITAL-DOCTOR LAW 
IN EFFECT 


The long-lasting hospital-doctor controversy in 
Iowa has ended. A settlement has been consum- 
mated that is effecting a smooth, gradual transfer 
of pathology and radiology services from Blue 
Cross to Blue Shield. 

This problem began in Iowa in April, 1952, 
when the House of Delegates of the ISMS passed 
a resolution requesting Blue Shield to investigate 
the possibility of extending its benefits to take over 
medical services that were being provided by 
Blue Cross. This action by the policy-making 
body of the Medical Society set off a series of 
events. 

Numerous conferences were held between offi- 
cials of the ISMS and Iowa Hospital Association 
in an effort to reach agreement on the transfer 
of pathology and radiology from Blue Cross to 
Blue Shield, but to no avail. The Iowa Hospital 
Association would not concede that pathology 
and radiology were integral parts of the practice 
of medicine and that these medical services prop- 
erly belonged in Blue Shield contracts rather than 
in Blue Cross. 

These early negotiations reached a climax when 
the Iowa Attorney General, on request of the 
Iowa Board of Medical Examiners, issued an 
opinion on February 19, 1954, upholding the 
Medical Society’s contention that pathology and 
radiology are integral parts of the practice of 
medicine. The Iowa Hospital Association, being 
unwilling to accept the Attorney General’s inter- 
pretation of Iowa law, challenged it by instigating 
a lawsuit in Polk County District Court January 
31, 1955. This trial lasted sixty-three days. On 
November 28, 1955, Polk County District Court 
Judge C. Edwin Moore handed down a decision 
which supported the earlier Attorney General’s 
interpretation of Iowa law. 

On December 28, 1955, the Iowa Hospital As- 
sociation filed an appeal of the District Court’s 
decision to the Iowa Supreme Court. While this 
decision was under appeal, a series of conferences 
between Medical Society and hospital officials re- 
sulted in the preparation of a Joint Declaration 
on Hospital-Physician Relations. This agreement, 
which was approved by the hospitals and doctors 
on November 15, 1956, served as the basis of the 
1957 Iowa General Assembly House File 21, a 
joint effort of the doctors and hospitals. This 
legislation became law April 8, 1957. 
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Passage of House File 21 accomplished the {ol- 
lowing: (1) The law clearly establishes that a 
hospital cannot practice medicine in the state of 
Iowa. (2) It precludes an employer-employe rela- 
tionship between a physician and a hospital. (3) It 
acknowledges that pathology and radiology are 
medical services. (4) It requires the inclusion of 
pathology and radiology in the Medical Service 
Plan (Blue Shield), and not in the hospital plan 
(Blue Cross). (5) It requires that bills for pathol- 
ogy and radiology must be submitted in the 
name of the doctor. (6) It does not disturb the 
favorable Polk County District Court decision on 
hospital-physician relations which holds that cor- 
porations, including. hospitals, cannot practice 
medicine in the state of Iowa. 

On May 29, 1957, the Iowa Hospital Associa- 
tion dismissed its appeal to the Iowa Supreme 
Court. In accordance with the provisions of 
House File 21, plans have been completed for the 
transfer of medical services from Blue Cross to 
Blue Shield. This transfer is confirmed in the 
following paragraph which is an excerpt from a 
Blue Cross-Blue Shield Executive Bulletin that 
was sent to all Iowa physicians and hospitals un- 


der date of July 8, 1957. 


Over the period of one year, as new Blue Cross and 
Blue Shield members are enrolled or old memberships 
are renewed, no Blue Cross certificate will contain cov- 
erage for pathology and radiology, but-the Blue Cross 
certificates will carry a Blue Shield endorsement or be 
accompanied by a Blue Shield certificate which will 
include coverage for pathology and radiology services. 
Thus, each present Blue Cross member will eventually 
have coverage for pathology and radiology provided by 
Blue Shield. This will, of course, mean that the cost for 
coverage of these services will no longer be a part of 
Blue Cross premium but will be included in the Blue 
Shield rate. The form of coverage may be slightly dif- 
ferent in some respects, but the dollar cost to the sub- 
scriber will be substantially the same as it has been 
in the immediate past. 


Effective November 1, 1957, Blue Shield began 
providing pathology and radiology benefits to 
Blue Cross-Blue Shield members on the anniver- 
sary dates of their memberships and to members 
in new Blue Cross-Blue Shield groups. These 
medical service benefits will be made available 
to the public for the same premium that has been 
previously charged by Blue Cross. This is possible 
since the pathologists and radiologists have agreed 
to accept Blue Shield allowances as payments in 
full and have further agreed to underwrite any 
increase in Blue Shield administrative costs re- 
sulting directly from transfer of x-ray and labora- 
tory services from Blue Cross to Blue Shield. 
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Since the basic principles on proper hospital- 
physician relations have been clarified, the prob- 
lem is being returned to the local level where 
contractural agreements should properly be de- 
veloped to meet local conditions. In accordance 
with House File 21, each hospital is required to 
enter into agreements with physicians to direct 
and supervise pathology and radiology depart- 
ments. Some hospitals are entering into agree- 
ments with pathologists and radiologists, while 
others are negotiating contracts with non-specialist 
staff members. 

Most important, the new Iowa law on hospital- 
physician relations requires actual rather than 
nominal supervision of pathology and radiology 
departments by physicians. There is no question 
but what this unhampered professional supervi- 
sion by physicians will enhance the expansion of 
these medical service departments and the quality 
of medical care. 

Donatp L. Taylor 
Towa State Medical Society 


CLINICAL PSYCHOLOGY—FUTURE 


The two previous editorials in this series outlined 
the historical past and the current status of clinical 
psychology. This will speculate on the future of 
the field and the reader should view what follows 
as the individual opinions and guesses of the au- 
thor. No uniform consensus is as yet evident across 
the country. 

Several facts are at hand on which to base 
opinions. The mass of people requiring help in 
the mental health field far exceeds the number 
of trained personnel in any category: psychiatrists, 
psychologists, social workers, and _ psychiatric 
nurses. The serious understaffing of the public 
mental hospitals is a case in point. 

As public awareness of the need for mental 
health services of many sorts continues to grow— 
needs in the public hospitals, in the courts and 
the judicial system, in community agencies, and 
in private practice services—it seems inevitable 
that public demands will be felt as a strong force 
to create the required services. It is not even 
remotely possible that there will be enough psy- 
chiatrically trained physicians in the foreseeable 
future to handle the case load unless radically new 
and highly effective treatment methods are de- 
veloped. If not treated by physician specialists, 
then by whom? 
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Research in mental illness is just beginning to 
expand and herein ultimately lies the hope of 
the future. But such researches are highly com- 
plicated and methodology poses weighty problems. 
Here again a bottleneck exists in the virtual ab- 
sence of qualified research personnel, physicians 
in particular. A large job for the quarter century 
ahead is the recruitment and training of research- 
ers and the provision of laboratory facilities. Who 
will carry the brunt of mental health research? 
Physicians? Probably not in any significant num- 
bers unless current patterns of career selection 
change radically. 

It appears inevitable that increasingly large 
numbers of non-medically trained personnel must 
be made welcome into both the clinical and re- 
search areas. It is probable that the future will 
see many more clinical psychologists, trained un- 
der a somewhat revised curriculum and in closer 
collaboration with the medical schools, develop 
to help meet the needs. It is particularly likely 
that the field of psychotherapy (which does not 
require an M.D. once the patient has been care- 
fully examined to determine physical and neuro- 
logical status) will, to a large degree, pass into 
non-medical hands. It is possible that a new 
specialist may evolve for this work with his train- 
ing a cross-section of applicable knowledge from 
psychiatry, psychology, and social work. It is 
probable that the psychiatrist will come to confine 
himself more closely to “doctoring” in the tradi- 
tional sense: diagnosis, organic treatments that do 
require medical training such as shock therapy 
and drug therapies, and in research activities that 
need medical background and orientation. In 
other words, the roles of the physician specialist 
and the non-physician specialist will come to be 
better defined than at present, and by the same 
token economies in the use of scarce personnel 
will be effected. 

The years ahead will see unquestionably, barring 
international disaster, research expansion in men- 
tal health, the nation’s Number One health prob- 
lem, that we do not dream of today. The hand- 
writing is already on the wall with federal funds 
for such research slightly ahead of the ability to 
use them in well controlled projects, but this is 
a tremendous stimulus and the gap will close. The 
1957 Minnesota legislature showed remarkable 
foresight in this direction by creating a special 
fund for the training of personnel in mental health 
research at the University. As in any field of 
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illness, the ultimate hope lies in techniques of 
prevention and herein one is talking of research. 
The clinical psychologist: undoubtedly will play 
a key role in this progress. 

Hence, as of 1958, we find the mental health 
field in a state of transition. Clinical psychology 
and the clinical psychologist have come to play 
an important role in teaching, research, and 
service to patients. One may guess an increasingly 
significant role for the clinical psychologist in the 
years ahead. 

Donatp W. Hastincs, M.D. 
University of Minnesota 


THE ROLE OF THE BASIC 
SCIENCES IN MEDICINE 


II. New Tools and New Horizons 

Thomas Huxley once said, “Science is method.” 
One might equally well say that revolutionary prog- 
ress in science depends upon new developments 
in methods of study. It is mainly because the 
last half century has seen the development of so 
many new methods of study of living systems with 
chemical and physical tools which have just begun 
to be applied that one cannot fail to be optimistic 
about future discoveries. To name a few, one 
may mention isotopic tracer methods of study of 
movement and of metabolism; protein study by 
electrophoresis, ultracentrifugation, enzymatic de- 
gradation and identification of components; paper 
and column chromatography; electron microscopy; 
infrared and other spectroscopy; nuclear magnetic 
and electron spin resonance; cytochemistry of 
enzymatic processes as well as of composition; 
chemical approaches to genetic characters; tissue 
culture techniques in relation to host-invader re- 
lationships. In the realm of chemotherapy, there 
are the astronomic possibilities of varieties of pos- 
sible synthetic compounds to be studied according 
to reasonable plans, after fundamental clues as to 
desirable characteristics become known. 

The supply of new tools available today for 
investigating biological problems of medical inter- 
est and importance is such that in recent years 
enormous strides in basic knowledge have been 
taken, and it is inevitable that further large ad- 
vances will come simply by further exploitation 
of these tools. Problems by the score which are 
now susceptible to attack are apparent to every 
investigator. The main question as to when new 
knowledge of such sorts will be obtained is that 
of when a competent investigator will actually get 
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to work at it. For example, in the field of the 
mechanism of action of bacterial endotoxins in 
producing circulatory shock one knows today that 
vasoactive chemical substances are produced by 
the action of endotoxin and carried in the blood 
plasma. But the substances have not been identi- 
fied. Yet methods for such identification are 
known, such as column and paper chromatography 
and microchemical and biological techniques for 
assay after separation. It will require only intel- 
ligent development and application of such meth- 
ods to track down those substances. Furthermore, 
physiological methods are available to ascertain 
where the substances come from, as well as what 
structures they affect. Therefore, one can pre- 
dict with some assurance that such factual ques- 
tions will be answered fairly soon. Similar situa- 
tions prevail in connection with fundamental as- 
pects of many medical problems. 

For some problems, no such obvious solutions 
are in sight. In the case of carcinogenesis, for 
example, one cannot say with any assurance what 
progress would be made if all the known tools 
were to be applied to the limit in its study. Ob- 
viously, there is every reason to continue to apply 
every existing means of study to attempt to de- 
termine exactly what the difference between a 
neoplastic and non-neoplastic cell is (in basic 
terms) and what precise processes or properties 
of the cell are changed by carcinogenic agents. 
It may easily turn out, however, that we do not 
have the tools today to do the job. It would 
be foolish to assume either that we do or that 
we do not have adequate tools, because those that 
we have are not yet by any means fully exploited. 
Nevertheless, we must certainly be on the look- 
out for new or improved tools which might open 
entirely new horizons to study. 

Medical science and biology generally are de- 
pendent upon physics and chemistry for intellectu- 
al as well as mechanical tools. A new chemical 
concept might be more important than a new 
gadget in solving, for example, the cancer prob- 
lem. Some clarification of the theories of chemi- 
cal structure and energies, which would allow one 
to understand the mechanism by which self-dupli- 
cating structures operate in living systems would 
put new thought into the entire problem. If one 
knew how genic materials operated at the level 
of compound synthesis, one might approach ab- 
normal synthesis with more hope of understand- 
ing it. 


MINNESOTA ‘MEDICINE 





tra 


ad 
pli 


Ps 
er 
dr 
bu 
of 
ch 
a: 
co 
cel 
sel 


of 


sys 


ve 


of 


ca 


> Ss 





EDITORIALS 


Likewise, in such problems as those of the cen- 
tral nervous system, one is probably entitled to 
doubt that our current conceptual tools are fully 
adequate to their solution. One dare not say so 
positively, because the tools have not been fully ap- 
plied as yet, and certainly great’ progress has been 
made in neurochemistry, neuropharmacology, even 
psychopharmacology, and in neurophysiology gen- 
erally. The dark curtain of superstition is being 
drawn from the field of the functions of the brain, 
but the rather gross demonstrations of dependence 
of mood and fantasy and hallucination upon 
chemical factors are only crude beginnings toward 
a science of higher nervous system function, as are 
comparable demonstrations that stimulation of 
certain regions of the brain produce one or another 
sensation Or response. These beginnings are dra- 
matic and important, but like Columbus’ discovery 
of the Americas, they will have to be followed by 
systematic exploration and complete development 
before the New World of the mind as physical 
chemical phenomena of brain function is settled 
usefully. At present, the most one can say is that 
rapid progress toward verified knowledge is being 
obtained about the physiology and functional 
pathology of the brain. 

Therefore, in many areas important new de- 
velopments in medicine may await the construction 
of new investigating gadgets of science or new 
intellectual concepts of science. And in many 
cases these developments will probably be in 
mathematics, physics and chemistry, as they have 
been in the past. 

Mavrice B. Visscuer, M.D. 


RESPONSIBILITY FOR 
PROFESSIONAL GROWTH 


A paramedical group in an institution, whether 
they be technologists, recorders, dietitians, techni- 
cians or librarians has an obligation to keep 
abreast in their own fields with the changing pat- 
terns of their work as it is affected by the fast 
moving pace of the medical sciences. A compla- 
cent resting on the knowledge possessed when the 
hard-earned bachelor’s or master’s degree became 
a reality may become a menace to progress unless 
the philosophy that learning in order to be dy- 
namic must be always in search of newer goals 
is operative. A librarian looking for the first time 
at the boundaries of her department might well 
take inventory of what, to her, will become op- 
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portunities of personal and professional growth 
in the field. On these discoveries and choices will 
depend the dimensions of her career and, to a 
great extent, her contribution to the over-all ob- 
jective of the medical profession which is the 
improvement of patient care on an increasingly 
high level and the prevention of illness. 

Outstanding opportunities for in-service educa- 
tion are the formal and informal contacts with 
the medical profession. Chameleon-like, individu- 
als take on the vocabulary of the group with whom 
they associate—whether that association is in a 
social or professional environment. The uncon- 
scious deepening of understanding of a subject is 
one of the rewards of working with people who 
have conquered a field of knowledge after many 
painstaking years of effort. A doctor explaining an 
unfamiliar term or a_ seldom-heard-of disease, 
about which he himself needs more information, 
is indirectly adding knowledge to a mind that is, 
by profession, both curious and receptive. Many 
doctors are gifted informal teachers. Fortunate 
the medical librarian if she numbers many of them 
among her clientele! 

Attendance at lectures and meetings held by the 
professional staff is a further means of aug- 
menting knowledge. Besides the interest that 
specific subjects and cases stimulate, medical ter- 
minology comes to life, often for the first time, 
during a_ well-developed lecture with visual 
demonstration. Since the librarian has the dis- 
advantage o/ being on the health team, but not 
actually being a part of it, since she does not see 
the clinical picture of the disease entities which 
she is often well acquainted with in print, any 
materials that supply this important third dimen- 
sion make the work of the medical librarian more 
vital and add to the future usefulness of the 
reference librarian. 

Many advantages for increasing knowledge are 
inherent in the nature of the work. It is im- 
possible to be exposed to materials, through in- 
dexing, classifying, and searching the literature, 
without absorbing important bits of information. 
While the time element makes it impossible to 
linger over new materials as they are processed 
for patron use, a librarian develops a learn-on-the- 
fly technique, often supplemented by a retentive- 
ness, which, if not always detailed and accurate, is 
spacial and leads her to the right information at 
crucial moments. 

One of the greatest avenues of growth is 
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through the medium of professional associations. 
Through “belonging” a librarian meets her fellow 
workers, in print and at meetings, shares common 
problems with them and is stimulated and re- 
newed by her contacts with them. Still other 
facets for professional improvement are institutes, 
refresher courses and workshops. These are op- 
portunities to hear and discuss with authorities 
trends, newer and better technical processes, ways 
and means of broadening the library’s influence. 
In fact, the possibilities are legion. Universities 
and associations are generous in organizing and 
sponsoring these courses; librarians demonstrate 
their intelligence by utilizing as many learning 
opportunities as are consistent with their work and 
within the limits of the library budget. 
Probably in no profession are. the opportunities 
for mental growth so abundant as in this one. 
But librarians, perhaps more than personnel in any 
other profession, because they are on the dispens- 
ing end of knowledge, need a reminder similar to 
the one that St. Paul, as a preacher, directed to 
himself. It might be paraphrased to read: I reju- 
venate my intellect in ways that are offered me 
both within and without the profession, lest I, who 
have aided others to grow intellectually and 
scientifically, become an intellectual castaway. Two 
much sampling can well surfeit one’s appetite for 
a regular meal. That is the danger. An eight 
hour day of printed words may cause satiety. To 
suffer malnutrition in an atmosphere where men- 
tal food is plentiful would surely be the greatest 
professional failure of all. Librarians know the 
pitfall. Happily, there are many ways of avoiding 
it. 
StsvER TERESA LOUISE 
Medical Librarian 


THE TRANQUILIZERS 

M. Jourdain, a character in Moliére’s comedy, 
“The Would-Be Gentleman,” was startled to learn 
that all his life he had been speaking “prose.” 
Similarly, though we don’t think of ourselves as 
psychotherapists, most physicians practice some 
form of psychotherapy every day with every pa- 
tient. The “bedside manner,” the “sympathetic 
ear,” the “education of the patient,” are all psy- 
chotherapeutic techniques. 

Thanks to the tranquilizers, general medicine 
and psychiatry have become more closely related, 
and the family physician can now provide specific, 
effective treatment for many mental and emo- 
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tional disorders. The singular benefits these drugs 
confer on the mentally ill make their development 
one of the greatest advances in modern medicine. 
Indirect, intangible, but perhaps no less significant, 
are the changes these drugs have caused in our ap- 
proach to therapy. I believe that they have given 
many of us who are not psychiatrists a heightened 
awareness of the important role psychic unrest 
plays in all illness, and that this increased aware- 
ness helps enhance our understanding of patients. 

However, there is another side to the coin: the 
danger of relying too heavily on this or that drug; 
the expectation that the drug will do a job it was 
not designed to do. The enthusiasm generated by 
these new drugs is more than warranted. But we 
must guard against over-enthusiasm, and we can’t 
expect the pills to do the whole job, The tran- 
quilizers are valuable adjuncts to—not substitutes 
for—psychotherapy, even if it is as casual and in- 
formal as the physician’s friendly chat with his 
patient. Now, this may be an obvious truth but it 
is one I would like to emphasize because many of 
us tend to put it in the background when dis- 
cussing the remarkable progress of pharmaceutical 
research. 

There is no doubt that, judiciously used, several 
of the tranquilizers have proved extremely valu- 
able in treating emotional distress. In three future 
editorials, I shall endeavor to describe how the 
drugs act, how patients react to them, and some 
interesting recent research. 


Maurice R. Nance, M.D. 


MORNING VS. EVENING TYPE 


Are you a morning type or an evening type? 

The world’s poulation can be divided into those who 
“bound out of bed in the morning eager to greet the 
new day” and those “who prefer to sleep late, get up 
under protest and are irritable until late in the morn- 
ing,” reports Dr. Wayne -G. Brandstadt of Chicago. 

“In children deep sleep occurs at the end of the first 
or second hour and again between the eighth and ninth 
hour. It has been postulated that adults of the morning 
type have their deepest sleep at the end of about the 
third hour with no second period of deep sleep; the 
others retain the childhood pattern and cannot get going 
when the alarm goes off.” 

Dr. Philip Hench has suggested that a difference in 
the blood level of hydrocortisone at different times of 
the day may account for the two types. 

“Aside from a curiosity as to the cause of this phe- 
nomenon, it is of some practical importance in that, 
when members of the opposing camps are thrown into 
intimate contact as college roommates or marriage 
partners, adjustment may be very difficult,” Dr. Brand- 
stadt declared——Branpstapt, W. G.: Morning type oF 
evening type, The New Physician, 7:8 (May) 1958. 
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ap- ASSOCIATION COMMITTEES 


At the February, 1958, meeting of the Council of the Minnesota State Medical 















































nad Association, a committee was appointed to study the work of the Association. The 
shia Association’s work has been carried on by various committees which have been 
are- authorized at various times to carry on rather specific activities. It is now a long 
nts. time since a study has been made to determine the present value of these committees 
the and the need of the projects being carried out. Some of the committees are 
aie: traditional and may have outlived their usefulness; others have found their fields 
ot of endeavor changing. Overlapping activities are becoming apparent, in some 
was areas the same type of work is being done from various angles, and it seems that 
by the Association is trying to go in several different directions at the same time. 
- Among the scientific committees, the Tuberculosis Committee and the Heart 
n’t Committee have both been very busy. They have both carried on activities which 
an- are valuable to the profession as a whole and to the people of the state. The 
ites Tuberculosis Committee has co-ordinated the work of medical men, administrators 
in of sanatoria, those working with men in industry and those working with hazards 
ma in animals and foods. The Heart Committee is involved with cardiac and 
: circulatory disease, and from there gets into other diseases in the chest and arteries. 
slaw These two committees have suggested that they be merged into a single committee 
of on diseases of the chest, or at least their membership be interlocking. Perhaps, 
lis- because of the general use of admission x-rays of the chest, the newest committee 
cal on the list, the Committee on Radiation and Radio-active Isotopes, should. be 
represented in this more general committee, even though there are many other 
oi uses for radiation than just examination of the chest. 


lu- The Committees on Trauma and Industrial Health were set up with different 
objectives and their memberships are separate. Yet their fields surely overlap to 
some extent, and there should be co-ordination in their activities. There is another 
committee, not of the State Association, but appointed by the State of Minnesota, 
ne originally with the advice of the Council of the State Medical Association, the 
Medical Advisory Committee to the Division of Vocational Rehabilitation. This 
committee is official and has been doing a very good job without fanfare, and 
D. almost unnoticed by the rest of the profession. The members of this important 
committee represent the various segments of the practice of medicine and deserve 
the co-operation and support of their fellow practitioners, and they should have 
the benefit of the experiences and advice of our committees in their respective fields. 


These are just samples of how a once-well-co-ordinated committee organization 
can become complicated, and these include only the scientific committees. When 





ho we get into the non-scientific committees, our situation is likewise involved, and 
he to those of us not on the individual committees, more than a little confusing. Dr. 
vd A. O. Swenson of Duluth has ideas which he has proposed for revamping some 
, of the non-scientific committees. The study committee is working on these and 
rst other ideas. We hope that many of you, especially those of you who have served, 
th or are serving on committees, have suggestions. We would like to have the benefit 
ng of your ideas and would appreciate it if you would let us have them, by means of 
- a call or a letter addressed to the State Association office. You may be sure that 
ng they will be given careful and serious consideration, and that the Association and 
the profession will benefit from them. 
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POLIO VACCINE FIRMS INDICTED 


Criminal indictments against five licensed man- 
ufacturers of Salk poliomyelitis vaccine have been 
returned by a Trenton, New Jersey, grand jury. 
The defendents have been charged by a grand 
jury of twenty-three men, with a combination 
and conspiracy to monopolize production and 
eliminate price competition. The decision was 
based upon evidence presented during the last 
year by the Antitrust Division of the Department 
of Justice. 

Information contained in the indictment states 
that sale of the vaccine—from its licensing in 
April, 1955 through 1957—was in excess of 205 
million cc. valued at about $125 million. About 
103.5 million cc. were sold to public agencies. 
Most of these purchases were financed with $53.5 
million in Federal funds granted to the states 
under the Poliomyelitis Vaccination Assistance 
Act of 1955. Under the terms of the Sherman 
Anti-Trust Act, the acts alleged by the grand jury 
are unlawful. Similarly, individuals and other 
public and private purchasers could seek treble 
damages in civil suits according to the provisions 
of the Dayton Act. 

Plaintiffs would be required to prove injury 
suffered in the absence of competitive pricing. 
Likewise plaintiffs would have to convince the 
courts that prices were excessive as well as non- 
competitive. 

Although a suit for treble damage is possible, 
it has been indicated that the government may 
invoke the single damage provision in the matter 
of the Salk vaccine purchases. 


ARMY MEDICAL SERVICE CORPS 
ANNOUNCES CHANGES FOR 
COMMISSIONS 


The Army Medical Service has announced a 
liberalization of the restrictions on the granting 
of Regular Army Commissions in the Medical 
Service Corps to highly qualified professional 
candidates. 

Applicants for commissions to the Medical 
Service Corps, Regular Army, will no longer be 
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required to serve a period of active duty before 
being appointed. 

It will now be possible to appoint to the Army 
Medical Service Corps selected college graduates 
in almost all the professional and technical fields 
who hold master’s degrees or doctorates or bac- 
calaureate degrees with three years of experience, 
reserve officers now on duty with the Corps, and 
outstanding enlisted personnel or warrant officers. 

Officers whose previous applications were  re- 
jected may reapply at any time they meet the 
qualifications shown in these Army regulations. 

Another liberalization of restrictions is the modi- 
fication of the age requirements, accomplished by 
subtracting all periods of active commissioned 
service since December 6. 1941, from the current 
age of the applicant to determine whether or not 
the age limit of thirty years is exceeded. Only 
applicants who can complete twenty years’ active 
commissioned service by age 55, are eligible to 


apply. 


MEDICARE CHANGES ANNOUNCED 
FOR MINNESOTA PHYSICIANS 


New Maternity Schedule—A new maternity 
schedule has been negotiated with the Govern- 
ment. Any maternity care rendered since May 1, 
1958, is paid by the office call in accordance with 
the new schedule, rather than by the trimester. It 
is therefore necessary to have on each form: (a.) 
LMP and EDC dates. (b.) Number of office calls. 
(c.) First and last date seen. Claims not having this 
information must be returned to the doctor for 
the proper information. It is believed that this 
new method of payment will be more equitable. 


New Drug Policy.—Beginning July 1, 1958, the 
Government will not pay for oral medication 
dispensed or prescribed by doctors for maternity 
patients and other authorized persons. The Gov- 
ernment will continue to pay for drugs admin- 
istered parenterally if given to maternity patients 
or other authorized persons. To receive payment 
for such drugs, the doctor must: (a) identify the 
nomenclature of the drug, (b) give the quantity 
of the drug, (c) give the cost of the drug. Break- 
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age or service charge is not payable. All claims 
for drug items furnished befote July 1, 1958, will 
be paid in full. 

PLEASE Norte: All doctors will soon receive a 
complete Medicare book listing all procedures and 
giving complete instructions. We have received 
permission from the Government to print the 


book. 


MEDICARE COST DATA RELEASED 


Facts about Medicare released to the public re- 
cently from the transcript of hearings by the 
House Appropriations Committee include the fol- 
lowing : 

Costs —The sum of $69.2 million was spent by 
Medicare in the first year of ‘the program’s exist- 
ence. This amount was almost equally divided 
between physicians and hospitals. Maternity 
claims ranked number one in popularity and av- 
eraged $224. Costs of other medical services were 
as follows: appendectomies—$335; respiratory in- 
fections—$164; costs for the processing of Medi- 
care claims by medical societies or other fiscal 
agents such as Blue Shield ranged from less than 
three dollars to more than eleven dollars. 

Utilization—The number of eligible Medicare 
dependents at the end of 1957 was estimated at 
two and one-half million. 

The transcript also notes that during the first 
eight months of 1957, there was a 35 per cent in- 
crease over 1956 in the average patient load of 
servicemen’s dependents in military and civilian 
hospitals. 


NEW HEW SECRETARY NAMED 


The newly appointed secretary of Health, Edu- 
cation and Welfare is Arthur Sherwood Flem- 


ming, manpower specialist, educator and former 
director of the Office of Defense Mobilization. 
Mr. Flemming succeeds the present secretary, 
Marion B. Folsom, who will resign late in July 


fo re-enter private business. 


MILK IS FOUND SAFE AGAINST 
RADIOACTIVITY 


The Public Health Service has announced the 
results of a year-long pilot study conducted to 
determine the effects of radioactivity on milk. 

The findings indicate that milk consumed in 
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and about Sacramento, Salt Lake City, St. Louis, 
Cincinnati and New York City has been found 
to be well below the permissible limits for radio- 
activity. The amounts of Strontium 90 concentra- 
tions in the samples tested ranged from 3.4 to 7.4 
micromicrocuries per liter. This represents about 
one-tenth the maximum amount of concentration 
permissible for regular consumption of milk. 
Moorhead, Minnesota; Fargo, North Dakota; 
Atlanta, Georgia; Spokane, Washington; and Aus- 
tin, Texas, are points chosen for future studies. 


HOW THE PHYSICIAN MAY GUARD 
AGAINST MALPRACTICE CLAIMS 


Ways in which the practicing physician may 
guard against malpractice claims are set forth by 
Lt. Colonel Raymond Coward, Judge Advocate 
General’s Corps, in his article, “Malpractice and 
the Service Doctors,” in a recent issue of the 
Armed Forces Medical Journal. 

Colonel Coward, Chief of the Legal Office in 
the Army Surgeon General’s Office, Washington, 
D. C., writes that the service doctor is less likely 
to be sued in his individual capacity than a doctor 
in private practice. This is due to the protection 
given service doctors by the Federal Tort Claims 
Act and other Federal laws and regulations. 

The Colonel gives a ten-point guide which will 
enable the physician, in the Armed Forces or 
in private practice, to avoid or at least reduce 
the number of medical professional liability claims. 

These points include: (1) avoid careless re- 
marks about the medical treatment the patient 
may have previously received from another doctor; 
(2) keep thorough, accurate, complete medical 
records: (3) make thorough examinations of the 
patient; and (4) do not experiment with unproven 
medicines. 


MINNESOTA PHYSICIANS AGAIN 
VETO SOCIAL SECURITY 


Members of the Minnesota State Medical Asso- 
ciation have once again expressed their opposition 
to compulsory social security coverage for physi- 
cians. Results of a postal card ballot conducted 
among member physicians as of May 15 is as 
follows: Total number of members as of May 15— 
3.533. Total number who returned cards—1,847. 
Defective votes which could not be counted—10. 
Percentage of members who voted—52. Total 
number who voted for social security coverage for 
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physicians—817. Total number who voted against 
social security coverage for physicians—1,030. 

In May, 1956, a similar poll was conducted. 
Physicians were asked the following questions: 
(1) Are you in favor of compulsory social security 
for physicians? (2) Are you in favor of voluntary 
social security coverage for physicians? (3) Are you 
against any extension of the social security laws 
to cover physicians? (4) Please fill in your age 
bracket. These were the results: A total of 3,366 
letters were sent out, and on May 15, 1956, the 
response totalled 1,908, or nearly 57 per cent. 
Of the physicians replying, 233 (12 per cent) 
favored compulsory coverage; 1,155 (61 per cent) 
responded favorably for voluntary coverage, and 
530 (27 per cent) opposed any type of social 
security coverage. 


The House of Delegates at the 1957 annual 


meeting passed a resolution opposing the inclusion | 


of doctors into a compulsory social security pro- 
gram. 


NEW YORK PHYSICIANS FAVOR SOCIAL 
SECURITY 


The New York State Medical Society, at its 
152nd annual meeting, reaffirmed its stand favor- 
ing compulsory social security for its 25,000 mem- 
ber physicians. A similar stand was taken by the 
New York group last year. In reaffirming its 
last year’s stand, the New York State Medical 
Society House of Delegates voted to ask Congress 
to include doctors under social security. 


The New York House of Delegates also went 
on record urging the AMA to take an immediate 
mail poll of all members to “ascertain the true 
will of the majority.” 

The resolution adopted by the New York group 
specifies that such a poll be confined only to the 
simple, primary question: “Do you favor inclu- 
sion of self-employed physicians in the Federal 
social security system on a compulsory basis?” And 
it enjoins the AMA to omit “any confusing refer- 
ence to the Jenkins-Keogh bill or coverage on a 
voluntary basis, which is entirely outside the realm 
of possibility.” 


BEWARE OF THE TRANSIENT ADDICT 


In 1931, The Journal of the AMA listed the 
following rules relative to prescribing narcotics 
and habit-forming drugs. These rules are as sound 
today as they were twenty-seven years ago. 
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1. Secure a complete history of the ailment from 
the patient himself. 


2. Make a complete and thorough physical examina. 
tion in every case. 


3. Ascertain whether the illness requires narcotics and 
good medical practice demands their prescription, 


4. Use non-habit forming drugs instead of opiates 
wherever possible. 


5. Beware of strangers and itinerant patients who 
suggest their need for drugs. 


6. Remember always that improper and _ prolonged 
dosages can cause an individual to become an 
addict. 


7. Don’t write a prescription in order to obtain drugs 
for office use. That supply should be secured on 
a proper drug order form—not on a prescription 
blank. we 


AUBREY GATES IS NAMED TO FORAND 
‘STAFF TASK FORCE 


Aubrey Gates has been named Campaign Co- 
ordinator of the Forand Staff Task Force. Jim 
Foristel will return to the Washington Office, 
continuing, however, as a member of the Staff 
Task Force and, among other duties, carrying out 
assignments from the Washington Office. 


John Guy Miller, staff member of the Council 
on Medical Service, has been transferred part- 
time to the Staff Task Force and will act as 
Assistant Campaign Co-ordinator. 


WILL HOLD SECOND CONFERENCE 
ON UNIFORM LABELING LAW 


The second in a series of conferences to discuss model 
legislation for labeling hazardous substances will be held 
July 25, at the American Medical Association’s Chicago 
headquarters. 

Sponsored by AMA’s Committee on Toxicology, in- 
vitations have been sent to more than sixty organizations 
representing trade associations, toxicity-testing labora- 
tories, chemical trade unions, and other interested groups. 

Under discussion will be the “Uniform Hazardous 
Substances Act’? which has been drafted by the com- 
mittee and is intended to close the gap in label legis- 
lation. 

Bernard E. Conley, Ph.D., committee secretary, said, 
“Existing legislation shows a sketchy, non-uniform, and 
generally inadequate pattern of labeling regulations at 
state and national levels.” 

“Ninety per cent of the states lack requirements for 
the precautionary labeling of commercial as well as 
household chemical products,” he added. 

More than forty organizations, including representa- 
tives of government, agriculture, and medicine, attended 
the first in this series of conferences in Chicago on 
May 9. 
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History of Medicine in Minnesota 


A MEDICAL HISTORY OF MEEKER COUNTY PRIOR TO 1900 


HAROLD E. WILMOT, M.D. 
Litchfield, Minnesota 


(Continued from the April issue) 


Daniel Hoyt of Cosmos and Mike Condon and Mike Flynn of Forest City were 
among those who froze to death. The local impact of this storm is well summarized 
in the forty-year-ago news column in the Litchfield Independent Review of March 
19, 1914: 


“At the request of a number of old timers we have gone to our files for an account of 
the terrible blizzard that occurred here more than forty years ago in January, 1873. 

“Tuesday, January 7, 1873—A warm day with spring-like zephyrs from the south changed 
suddenly with a shift in the wind about 3 p.m. to one of the worst blizzards this area has 
ever experienced. Many farmers in town because of the mild earlier weather sought 
shelter at hotels and with friends, and fifteen of them were lodged overnight at S. A. 
Heard’s store. Mrs. T. G. Crump and Mrs. Adams of this city were out riding when the 
storm hit and took refuge at the nearest farmhouse. 

“All trains are abandoned with not a one trying to make a move on Wednesday, the 
second day of the storm. Tuesday night the passenger train got stuck in drifts west of 
Benson with passengers and crew marooned several hours before the line was cleared to 
Benson. Henry Jenks’ freight train made the run to Darwin but only with engine and 
caboose. The rest of the cars being left here. The stagecoach from Dassel to Hutchinson 
started on its way from Dassel Tuesday afternoon but got lost in the storm and after a 
hard struggle brought up at this place, the team having wandered from the road and the 
storm so fierce the driver became bewildered, he was nearly frozen. 

“More than a week after the blizzard, on January 16, the G. N. snowplow had cleared 
the line as far as Atwater but three miles west of that town the plow struck a drift that 
stopped her. The engines backed away about a mile and took a run for it, hitting the drift 
with full force. The plow was broken in three pieces and the forward engine ran up into 
the bank its full length and was six feet about the track when it stopped. The drift that 
foundered the plow estimated as 20 feet high. 

“In Kandiyohi county, twenty-seven persons are missing and fifteen of them are known 
to have perished in the storm. Two are known to have died in this vicinity. All together 
the storm raged three days. Those who had cattle and horses in the barn were obliged 
to tie clothesline from the house to the barn to guide them and insure reaching the house 
after they had cared for the stock.” 


Another terrific storm occurred in 1888 which is best described in a column of 
the St. Paul Pioneer Press of January, 1955: 


“DISASTROUS 1888 BLIZZARD RECALLED ON ANNIVERSARY. A teacher and 
eight children huddled on their knees in the middle of a sod schoolhouse near Hadley, 
Minnesota, sixty-seven years ago Wednesday. They were praying for their lives. The 
temperature fell to 40 below, and fine, crystal-sharp snow was driven by a fifty-mile-an-hour 
wind. The blizzard of 1888 was one of the worst in the nation’s history. It swept through 
eleven mid-western states. The teacher and eight children were rescued by a pioneer farmer. 

“But, before the winds and snow stopped, 109 were dead in western Minnesota alone. 
In the entire storm area, the death toll reached 500 to 1,000. The storm started in 
Canada the night of January 11, dropping the temperature to 40 below at St. Vincent, 
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Minnesota, near the Canadian border. Ahead it was unusually warm. Newspaper accounts 
said there was a dead calm and children came to school ‘without their ragged overcoats.’ 

“First sign of the storm was a ‘wall of white coming across the prairie.’ Its suddenness 
caught many unprepared. A father and son were trapped in the barn only a few steps 
from their rural Chokio, Minnesota, home. They stayed in the barn twenty-four hours. 

“A teacher and six pupils had to stay in the schoolhouse two nights near Pipestone, 
Minnesota. They tied a rope around the oldest boy while he went outside to get wood 
for a small stove. Visibility was zero. At Huron, South Dakota, Policeman O. H. Van 
Dyke burrowed into a snowbank in 35-below weather. He stayed there about twelve hours, 
his legs frozen stiff.” 


A few bear and many deer and wolves were killed in these early days; and while 
not dangerous except in exceptional cases when deep snows drove the wolves to 
extreme boldness, they certainly did not contribute to the peace of mind of the 
inhabitants. Witness a column in the Litchfield News Ledger of December 16, 
1886: 


“Miss Kitty Hayford, of this city, is teaching the school in the Larson district, just west 
of Long Lake, in the town of Acton. Last Friday evening she started to go from the school 
house to the place where she is boarding, a distance of about three-quarters of a mile. 

‘When she had gone perhaps half of the distance she discovered that two wolves were 
following and gaining gradually upon her. She commenced walking faster and had got 
some distance further on when a couple of men driving on a road crossing the one upon 
which she was traveling called to her to run, at the same time shooting and killing one of 
the wolves. Miss Kitty obeyed the command and ran as fast as she could, the remaining 
wolf continuing after her, gaining all the time. 

“As she neared the place where she boards, she was aware that she could not make the house, 
so she ran up on the drive-way to the barn. The wolf ran up to the drive-way, but seemed 
afraid to proceed further. There it stood, however, and kept Miss Kitty from going to the 
house until a man drove up with a load of hay and frightened the wolf away. To say that 
Miss Kitty was frightened but states it mildly and to say that any one else would have been, 
in her place, hits the truth square on the head. It seems to us that when the wolves get so 
plentiful and ravenous as to endanger human life, it is about time that some sort of a deter- 
mined effort was made to exterminate them.” 


Notes in the Litchfield Independent are interesting: 


February 22, 1887: ‘Several wolves were seen on Lake Ripley Sunday and others are 
reported at various points almost daily.” 

March 1, 1887: “A Cedar Mills man had his clothes torn half off by an attack of 
four wolves when he held them off by yelling, and a team of horses came to his help.” 


However until the 1870’s deer, smaller game and the myriads of wild fowl 
contributed greatly to the larders of our forebearers, not to mention the fish, taken 
by the “wagon load,” from our teeming lakes and streams. This wildlife is all 
still present within our borders though in greatly diminished amount. 

The summer of 1873 saw a terrific infestation of locusts which truly ate up 
whole fields throughout the agricultural areas of Minnesota and the Dakotas, leaving 
our state with less than half a crop. I believe the locusts returned in decreasing 
numbers for another year or two. Grasshoppers caused severe destruction of crops 
in the 1880’s. 

Due to primitive living conditions, crowding and frequently lack of proper 
nutrition, tuberculosis was a busy, insidious and inexorable foe to our pioneer 
people. Typhoid fever, possibly due to the impossibility of recognizing carriers, 
and lack of hygienic care, sporadically took its toll in minor epidemics and was 
continually present in lesser degree. 

Scarlet fever was very virulent in these days, and epidemics regularly swept 
through the schools. Diphtheria was all too often rampant in the winter months 
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and would sweep one community after another destroying the lives of many 
of the young as well as more mature citizens. 

In December, 1882, the village of Litchfield had the regulations of the State 
Board of Health with regard to reporting of contagious diseases published by the 
newspapers. Presumably this was in line with regulations of the state of Minne- 
sota, and required doctors, heads of families, and hotels to make such report locally. 
The News Ledger of February 21, 1884, makes this statement: “Ottertail county 
contributed 415 deaths from diphtheria last year.” 


The Litchfield Independent of May 21, 1887, states: “Schools in the Bonniwell 
and Bromley Districts are closed on account of diphtheria.” And in the News 
Ledger of May 19, 1887: “Dr. F. E. Bissell as H. O. reported on diphtheria to the 
village council, excerpts as follows: ‘In this locality, within a stone’s throw, there 
are now five cases of malignant diphtheria, two others already fatal and more to 
follow.’ ” 

In 1878 the News Ledger of November 1 has this to offer: “Diphtheria is 
having a little run in this place and we (the editor, Mr. Daggett) had a tussle 
with it the first of the week.” 

News Ledger, April 8, 1880: “There were fifty cases of scarlet fever reported in 
1880. The News Ledger for January 8, 1879, lists 349 births for 1878 and causes 
of deaths as follows :131 deaths—twenty-four diphtheria, twelve consumption, seven 
convulsions, six accident, five typhoid fever, five scarlet fever, four lung fever, and 
the rest miscellaneous or unlisted. 

A glance at one of the county reports made in February, 1888, on vital statistics 
is instructive. In 1887 there were 333 births and 127 deaths. Causes of death 
were: diphtheria seventeen (probably more, as croup was given as cause in three 
others), consumption nine, typhoid fever nine, inflammation of bowels seven 
(appendicitis?), lung fever six. 

Mumps, whooping cough, and measles always contributed to the morbidity of 
the population but were seldom mentioned in the newspapers. 

I have been unable to find much information on the prevalence of smallpox, 
but in the News Ledger of December 9, 1881, this item occurs: “Children are to 
be excluded from school if not vaccinated.” 

In the News Ledger of August 11, 1881, we find this: “No more smallpox 
patients need apply, as the residence created for their convenience was demolished 
by the storm last Tuesday.” 

A news item quoted to me by Dr. Rosenthal of St. Paul states that: “Dr. Bissel 
of Litchfield was ordered to do a lot of vaccinating last winter which he did, and 
his bill was allowed. Later an appeal was sustained by the District Court, so he 
goes without his pay.” 

Again I am indebted to Dr. Rosenthal for the following: “In 1899-1901 there 
was a terrific smallpox epidemic over much of the United States. Prior to October 
1, 1899 (the general outbreak of the epidemic in Minnesota), at least one case 
was imported to Willmar. This case was found in full bloom at the railway station 
in Willmar on September 16, 1899, and apparently was infected in a hospital in 
Great Falls, Montana. He was broken out in Great Falls but was not diagnosed 
correctly and was permitted to leave. 

“He supposedly was advised by the attending doctor to keep away from physi- 
cians because his condition resembled smallpox and he might be placed in a ‘pest 
house.’ Montana physicians at that time were disputing about an eruptive disease 
which some were quarantining and some not.” 
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In the December 21, 1881, News Ledger: “The smallpox scare is subsiding some- 
what in this locality.” 

In the News Ledger. of January 28, 1882: ‘The National Board of Health has 
declared smallpox epidemic throughout U. S.” 

The News Ledger of April 3, 1873, states: “It has cost the town of Hutchinson 
$250 to take care of its smallpox cases the past year.” 

Evidentally the localities were more eager to discuss epidemics in other localities 
than in their own, but smallpox must have been sporadic throughout the nation 
in these years. As a boy, I remember the common sight of smallpox marked faces 
much more frequently than it is seen now, and well do I remember the two-week 
illness resulting from my first vaccination. Dr. J. W. Robertson presented a paper 
in 1901 to the Crow River Medical Society on the use of glycerinated smallpox 
vaccine. Previously, the serum from vaccination pustules had to be inoculated 
directly with resultant secondary infections of no mean degree. 

Other hazards troubled these citizens due to their hard work and lack of relaxa- 
tion. Some interesting notes are uncovered in the Litchfield News Ledger: 


June 11, 1872—‘‘An Institution That Is Full” 


“August Freburg of Swede Grove has been adjudged an insane person needing hospital 
treatment, but the following letter to Judge Howell shows that it is impossible for the 
case to be treated at the State Hospital. 


‘Minnesota State Hospital for the Insane 
St. Peter, Minnesota 
June 8, 1872 
‘Judge C. B. Howell 
‘Dear Sir: 

***Yours came to hand last evening. Our house is more than full and the trustees at 
their meeting next week will probably publish the fact that no more can be admitted 
until more accommodations can be provided. We have fifty more patients now than 
can be properly cared for by present arrangements. If I had one from your county 
suitable to return, I would exchange with you, but I do not think there is such a case 
from your county just now. 

Yours truly, 


C. K. Bartlett, Supt.’ ” 


(The information suggests the early inadequacy of mental hospital facilities.) 

The early settlers also were afflicted with other difficulties. The newspapers 
recall frost as of June 7, 1885, and also freezing on August 13 of 1885, while that 
year recorded the hottest July known to Minnesota. Hailstorms were frequent, and 
still are, but usually of small areas. Cyclones also appeared as they still do. 

Wheat prices particularly in 1873, 1874 and 1875 were $.76 per bushel, and the 
railroads were apparently charging exorbitant prices to carry the wheat to Chicago. 
The discussion reached such a degree that in 1885, farmers organized in many areas 
in the county and built their own cooperative elevators. This maneuver succeeded 
very well in procuring a fair price for the grain and a fair rate for its shipment, 
and freed them of dependence upon prices set by millers. 

In 1887 cinch bugs worked havoc among the crops, and in June 22 of that 
year a killing frost again ventured into the north half of the county. In 1899 
small grain rust produced a great deficit in the usual yields. 

However, at this time, R.F.D. became an established service to our farmers, and 
telephone lines began to be erected. The automobile and tractor were soon to 
follow. 

A city water tower and electric lights were already establishd in Litchfield, the 
county seat, in 1890, and a new court house had been erected in 1885. 
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Stagecoaches radiating from Litchfield in all directions were on regular schedules 
during most of these years to furnish passage and communication by post. 

This note in the News Ledger of November 28, 1872, I find impossible to sup- 
press: “The Alexandria Post is jubilant over the arrival of a 12% pound baby in 
that town. (Standard weight in Meeker County.)” 

Also in the News Ledger of December 11, 1873: “Effects of the ‘Panic’ on the 
People.” “Doc. Bissell hopes to be able to prescribe a remedy soon that will set 
everybody up on pep again. He calls the disease business ‘Prostration.’ ” 

Unquestionably, 1873 was a real depression for the county. Many local businesses 
failed, and economically the residents did not recover from the “doldrums” for 
ten years. 

The Crow River Medical Society was the first local medical organization and 
was rather loosely drawn up to include Meeker, Kandiyohi, and probably Stearns 
counties. McLeod county and Renville county men were numbered among the 
early members, and anyone in the vicinity was cordially invited, apparently much 
as the Northern and Southern Medical Societies operate as of today. 

The Litchfield News Ledger, September 24, 1874, carries this: 


‘Medical Association” 


‘““A meeting was held on Thursday, September 17th at the office of Drs. Kennedy and 
Gibbs for the purpose of organizing a medical society. Dr. N. H. Knowles, St. Cloud, 
was elected chairman and Dr. Kee Wakefield, secretary. It was decided that the name 
of this society should be Crow River Medical Society. Dr. V. P. Kennedy was appointed 
to select a constitution and by laws and report at next meeting. The code of either 
the American Medical Associations (Homeopath or Allopath) was adopted for the regu- 
lation of this society. Officers for permanent organization were elected as follows: 


Pres.: Dr. N. H. Knowles 
Vice-pres.: Dr, E. Hildebrandt 
Treas.: Dr. E. S. Gibbs 
Secy.: Dr. Kee Wakefield 


“Meeting adjourned until the first Thursday in November at 2 p.m. 
Kee WAKEFIELD, Secretary” 


This society flourished well until after the turn of the century, and good scientific 
papers were presented frequently and the meetings were distributed about to 
take advantage of the local hospitality and varying facilities. Lake Koronis, Green 
Lake, Lake Ripley, and probably many other areas were used, and wives were 
included to increase the sociability. 

Certainly, in addition to those men named in the original group of officers, 
should be added the names of Dr. Archibald of Atwater, Dr. McCollom of Dassel, 
Dr. Sherwood of Kimball, Dr. J. C. Jacobs of Willmar, Dr. Pilon of Paynesville, 
Dr. Newman of New London, and Drs. J. W. Robertson, F. E. Bissel, W. E. 
Chapman, George Weisel, J. J. Donovan, and Henry E. Cassell of Litchfield. There 
were, of course, many other members before and after 1900, including St. Cloud 
and Benson men who will be more fittingly discussed in historical papers from other 
counties. 

However, interest died down and, like the old soldiers, the society faded away. 
A reorganization took place in the 1920’s with Kandiyohi, Swift, and Meeker 
counties banding together for the purpose of obtaining better scientific programs, 
but Meeker county retained its individual vote in State House of Delegates at the 
annual Minnesota Medical Association meetings. Some of the original social 
activities continue to permeate the present group in that each county entertains 
the society at least once a year. 
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Undoubtedly, most of these men were of the so-called allopathic school of medi- 
cine, which today is known as the regular school. Homeopathic schools graduated 
many fine physicians in those days and indeed had their own national association. 
It was a familiar question in the farm homes in that century to ask for a homeo- 
path or an allopath to call, depending on what mother liked. The homeopaths 
gave small doses of their drugs, compounded before your eyes and largely put up 
in paper folders. Their idea was to assist nature with small doses, chiefly of 
quinine and calomel which were to be taken at very specific intervals. Needless to 
say, the compounding of these remedies in your very home entranced the patients. 
The allopaths did as they do now. Antibiotics, as we recognize them now, were 
entirely unheard of, but kitchen table surgery was common and surprisingly suc- 
cessful. 

The Mayo boys, “Will and Charlie,” had discovered that an appendix should be 
removed and could be and, admonished by their father, had established a hospital 
in Rochester, Minnesota, given up to healing the sick. They traveled far and near 
to learn as much as they could and gave freely of their experiences and judgments 
to our own physicians who attended their clinics. 

Our early physicians traveled principally by horse drawn vehicles or gn horse back 
through rain and snow, in fair or foul weather, to deliver this service to the well 
deserving pioneers. In these early days the doctor was expected to come to the 
home, primarily, rather than to examine the patient at his office. 

In epidemics of influenza, or “epizootic” as it may have been called, he was 
driven by his driver “south of town” in the forenoon, making calls in that neigh- 
borhood. In the afternoon with a fresh team and probably a fresh driver he drove 
“north of town.” The people residing in the community always had hot coffee and 
food for Doctor ““X” and, even though he was not their usual physician, asked him 
to do what he could for “Auntie Johnson—as long as he was in the neighborhood.” 
Many times they drove in to get him themselves. Perhaps, if a baby was due, he and 
his driver would put up for the night until the new Minnesotan arrived. 

Of course, the usual procedure at childbirth was for the midwife to arrive a week 
or two in advance of the event and remain and attend the entire family for a 
period of three or four weeks. The doctor was not usually needed unless compli- 
cations developed. 

Charlatans of all types in the art of healing were rampant in these early years. 
One could call himself doctor by the simple expedient of growing a beard and 
wearing eye glasses. Itinerant “doctors” arrived at the local hostels for a day or a 
week and gave to our pioneers the advantages (?) of their knowledge and skill. 
Witness a few items in the local newspapers. 


News Ledger, June 11, 1874—-(a card)—‘‘Mrs. L. A. Mudgett respectfully informs the 
ladies of Litchfield that she will attend to those who may wish the professional aid of one 
of their own sex. Mrs. Mudgett, having received regular medical education and been in active 
practice for the past eighteen years, believes she is able to administer remedies on scientific 
principles and in the most complicated forms of disease. From the recommendations Mrs. 
M. carries with her in all parts, we should judge her well qualified in her profession. 

Rooms at Ripley House” 


News Ledger, January 21, 1871—‘‘Dr. O. Nelson, formerly of Minneapolis, is stopping this 
winter at William Porters in Darwin. His specialty is the eye, and he has been treating a 
young daughter of Mr. Porter’s who has been ailing in her left eye for five years and nearly 
blind for the past three years. She has already received much benefit from his treatment and 
her friends are sanguine that her sight will be restored to her again.” 


News Ledger, February 20, 1879—“Dr. Weinsma (local physician) had published a long 
list of prescriptions and directions for treating common cold which should have kept both 
the patients and druggists busy.” 
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Sometimes the Regulars fought back. 


News Ledger, October 18, 1876—(courtesy card) “Dr. S. L. Barr: Special attention given 
to diseases of the ear, skin, and those peculiar to women.” 

News Ledger, February 14, 1877—“Dr. Kennedy assisted by Dr. Barr one day last week 
performed a difficult piece of surgery. A German lady of this county had for the past year 
been suffering from the formation of a cancer on her left breast, and Dr. Kennedy and Dr. 
Barr took the same out root and branch. It was nearly the size of a goose egg and almost 
as hard as bone. The lady is now in a fair way of an entire cure.” 


News Ledger, May 29, 1879—“To the people of Litchfield and county: A few days last 
week a Dr. Yarnall was among you claiming to treat and cure chronic diseases of both male 
and female. As far as the doctor is concerned, I have nothing to say for or against him, but 
will ask those who are afflicted with any chronic disease, why is it they seek the aid of one 
whom they know nothing of and who perhaps they will never see again in preference to 
their home physicians, who are equally as well able to treat any such cases upon a much 
smaller sum of money than those who travel through the country, not for YOUR welfare 
but for the benefit, principally, of THEIR pockets. 

“Your home physicians can treat your case equally as well, and the benefit to you is still 
greater for this reason: you can consult them in regard to your case every day in the week 
if necessary, and without extra charge. I will not guarantee a cure in any chronic case; for 
no physician, if he knows his business, can or will say positively, that such and such a case 
can be cured; but will give you the benefit of the treatment attained from scientific work 
on disease, be it acute or chronic. Patronize home talent and save your money. 

Respectfully, 
S. L. Barr, M.D.” 

News Ledger, April 23, 1882—‘“‘To all concerned: I will guarantee to all patients that 
their bill for medicines during sickness shall not exceed the sum of $3.00. All in excess of 
such sum will be furnished FREE. I receive no commission on prescriptions. 

Dr. S. L. Barr.” 

News Ledger, May 4, 1882— 

“Fees for Medical Attendance 

Wi ShES Mah HOWEID POR CRA eck sas c caset case cacen ence ootan ens cud accutane sceuusaasensuatsacedsods tedees cassactaacsselediexeers 

Visits in country $.50 per mile one way and for visit 

@bstetrical mchiding care OF patente tHly wp. cce cc. ci. ccss cess cscs cosesescagnancesaaastessvesszescaowdevesences 

Office prescription ........ eepseansadnedeisassseUetapusectessventeadeussasansizdsviaaasaseadsaceicesdedsasteqtacsibdaceeadenes 

INGeRit Calle. CRGi aay FICE WISN o 55 ods ox cote Saiscsececesaa tea stasicaacocudiasnarcasesuass scesducienacarnceatoncesanagetuceele 
“Parties in country furnishing their own team will be charged mileage only. 
“Chronic diseases of all kind treated, medicine furnished. 





Dr. S. L. Barr.” 
News Ledger—‘A Mrs. McGannon of Litchfield is treating a skin cancer for a G. France 
with a fair prospect of cure.” 


News Ledger, February 19, 1874—‘“‘A. G. Whittier showed his countenance in this village 
last Saturday and tarried until Monday. He wanders through the land with a pair of horses 
and a commission from Dr. J. C. Ayer to alleviate human suffering and to restore hair to 
its prospective freshness and color again. Whittier is a true philanthropist and can probably 
sell more Cherry’ Pectoral than any other living man. As for his hair dye, he is just old 
Persimmons.” 


The Independent, August 8, 1885— 
“J. H. Bacon, Dentist 
Marshall Ave. opposite Town Hall 
“T am ready to pull your tooth and then take your picture. Have had years of experi- 
ence in both dentistry and photography. Give me a call.” 





News Ledger, May 6, 1880—“Dr. E. H. Orene, clairvoyant and magnetic physician, will 
be in Litchfield on Tuesday and Wednesday, May 11 and 12. He will make examinations 
and give medical or magnetic treatments as cases may require. All chronic cases success- 
fully treated. Those requiring examinations should call early, as I will remain but two days. 
Can be consulted at Exchange Hotel.” 


However, the doctors themselves could create a little disturbance, as witness these 





columns appearing in the local papers: 
News Ledger, July 12, 1877—“Owing to a card C. J. Erickson of Swede Grove (Grove 


City) wrote in our last issue, the physicians of this place became anxious to ascertain the 
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facts relative to his membership in the State Medical Society and wrote to the faculty concern- 
ing the same. The following is the answer received: 
‘Minn. State Medical Society 
Secretary’s Office 
July 7, 1877 
‘V. P. Kennedy, M.D. 
‘Dear Sir: 

I have examined the record of 1869 and 70 in accordance with your request. I fail to 
find in them any mention of C. J. Erickson. No such name appears either in the minutes, 
among the signatures to the constitution, or in the printed list of members. 

Very truly yours, 
C. H. BoarpMAN’ 

“The above is published at the request of physicians of this place.” 

News Ledger, July 11, 1877—‘“Notice!” 

“Owing to a misunderstanding, I am informed that a few people of Meeker county are 
under the impression that I am not what I claim to be: viz, a regular, practicing physician. 
To prove that I am a practicing physician with full rights invested’ in me by the State 
Medical Society, I publish my diploma signed by the officers of that association in 1869. 
I do this not through i!] will toward anyone but simply to place myself and those who 
would injure me in a right light before the people. 

Respectfully, 
C. J. Erickson.” 


News Ledger, July 26, 1877—“Willing that all men shall have full justice shown them 
in every particular, and unwilling intentionally to wrong any man, I hereby certify that 
I have examined a certificate from Dr. John H. Murphy of St. Paul stating that he was 
chairman of the board of censors for the State Medical Society at its meeting in the year 
1869 in the city of St. Paul and that said body did examine and pass for membership 
Dr. C. J. Erickson now of Swede Grove and that the State Medical Society did grant 
him a certificate of membership. I believe said certificate to be genuine. The letter of Dr. 
Boardman, the present secretary of the society, still remains unexplained. 

“By that letter, I was led into the doing of an injustice, and I am glad to make amends 
thereof. As the doctor claims the protection of the State Medical Society and professes to 
be governed by its rules, I hope in the future, he will be a little more careful to observe 
its code of ethics in his intercourse with its members. V. P. Kennedy, M.D.” 


Dr. V. P. Kennedy.—Apparently Dr. Kennedy represented the doctors in Litch- 
field at this time. There could be no better time than this to introduce his name 
into our story. You have already witnessed his education, honesty, ability and 
charm in the above newspaper battle. 

The existing photographs show him as a spare elderly gentleman of kindly 
mien surrounded by a good-sized family on the front porch of a large two-story 
frame dwelling. A bicycle is to his left. The picture was probably taken in 
South Dakota. The doctor became somewhat peripatetic in his more prosperous 
years and divided his time between Ordway, South Dakota, and Litchfield, Min- 
nesota, with trips to Washington Territory, Washington, D. C., Amarillo, Texas, 
and Florida as interesting side lights. 

He worked hard and well as a doctor and was beloved for his services, which 
had been rendered under the greatest natural vicissitudes of ‘the times. He had 
prospered at it, and in later years spent increasing amounts of his energies and 
talents in politics and exploitation of newly developed agricultural territories. 

Dr. Kennedy was born in Butler County, Pennsylvania, July 11, 1824, and was 
given the name Vincent Pellett Kennedy. His father was Martin Kennedy, his 
mother Elinor Pellett. He was a very energetic type and rightfully found an 
outlet for his energies in our county. 

At five years of age he and his parents moved to Indiana where he was educated 
locally. At twenty-one years of age he went on to Asbury University at Green Castle, 
Indiana, for two years. From there he matriculated at Rockville, Indiana. Here 
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he became imbued with the idea of becoming a physician, and a year later we 
find him in Louisville, Kentucky. He entered Rush Medical College in Chicago 
and graduated there in 1851. He did postgraduate work there again in 1875, and 
received an additional degree from Bellevue Hospital College of New York in the 
same year. He was a licensed pharmacist as well as an M.D. Little is known 
of his whereabouts from 1851 until 1856 when he entered Meeker county. He 
had been pretty much on his own, as his father died when he was ten years 
of age and his uncle had given him a home on his farm in Indiana. Apparently, 
he earned his own education. 

He pre-empted Dr. Ripley’s claim on the banks of Cedar Lake in June, 1856, 
making the usual down payment and building a small dwelling thereon. He 
raised a few potatoes that year, but the Indians robbed him of his crop. In 1860 
we find him elected to the Minnesota State Legislature and re-elected again in 
1861. He accordingly spent most of his time in St. Paul, though retaining the 
farm in Meeker county. In 1862 he enlisted as surgeon to the 5th Minnesota 
Regiment and served with them until mustered out at Montgomery, Alabama, 
in May, 1865. 

He spent this summer on his farm, and in the fall he received an appointment as 
physician to the Chippewa Indians on their reservation at Red Lake, Minnesota. 
Here he remained from November, 1865, until March, 1867, when he returned 
to Meeker county. 

He bought the grist mill at Cedar Mills and ran that personally until 1869. 
At this time the railroad had been built through the county and Litchfield had 
been incorporated as a village, and the county seat had been moved to Litchfield 
from Forest City. Dr. Kennedy opened offices in the new village and practiced 
actively for the next eleven years. 

In 1880 he went to Brown County, Dakota Territory, and filed on a claim 
which he continued to hold, though returning to Litchfield for most of the time 
until 1883. At that time he established a drug store and practiced his profession 
at Ordway, South Dakota. He was also postmaster for the town. 

In 1885 he was elected to the Dakota senate and was actively interested in shaping 
territorial legislation including the site for the state capitol of South Dakota. In 
the spring of 1886 his family returned to Litchfield, and the doctor was back and 
forth between the two points but eventually remained in Litchfield. 

The doctor was primarily a Republican in politics but at one time “jumped the 
fence” and came in for considerable newspaper castigation at the time. He was 
an active member of the G.A.R. In 1887 he was elected Medical Director for 
the Department of Minnesota and served one year. He joined Golden Fleece Lodge 
No. 49 A.F. and A.M. in Litchfield during the autumn of 1875. He was prominently 
identified with the Minnesota State Medical Association and had received con- 
siderably more education than most of his confreres at that time. His skill and 
integrity in his practice were unquestioned, and he had a large group of loyal 
followers. In later years he devoted most of his time to his extensive farming 
interests, having 360 acres in our county all improved and 640 in Dakota with 
400 under the plow. 

He was listed in the Official Registry of Physicians in Minnesota from 1883 
until 1890. He was licensed by the Statute of Exemptions, having been engaged 
in active practice for many years before official registration was required. 





(To be continued in the October issue) 















Interest has been shown by a number of doctors 
in the names and locations of the Blue Shield 
corporate members. It has also been suggested 
that a list of them be published, and for that 
reason the following information has been pre- 
pared. 

. Following the passage of the Blue Shield en- 
abling law by the legislature in 1945, the Council 
and House of Delegates agreed that the corporate 
body of Blue Shield would consist of twenty-one 
members, 
three-at-large. Until January 1, 1956, the num- 
ber of corporate members did not exceed twenty- 
one. Since January 1, 1956, twenty-one additional 
corporate members have been elected, although 
the passing of Dr. Sogge in July, 1957, means that 
the present membership, as of June 1, 
forty-one members. They are as follows: 


Dr. C. M. Bagley, Duluth; Dr. N. H. Baker, 
Fergus Falls; Dr. L. A. Barney, Duluth; Dr. E. C. 
Bayley, Lake City; Dr. W. C. Chambers, Blue 
Earth; Dr. R. D. Courteau, Onamia; Dr. R. R. 
Cranmer, Minneapolis; Dr. H. F. Flanagan, St. 
Paul; Dr. A. Fritsche, New Ulm; Dr. W. H. 
Halloran, Jackson; Dr. E. M. Hammes, St. Paul; 
Dr. H. P. Hinderaker, Bird Island; Dr. P. G. 
Hoeper, Mankato; Dr. V. M. Johnson, Dawson; 
Dr. E. H. Juers, Red Wing; Dr. J. F. Karn, 
Ortonville; Dr. E. J. Kaufman, Appleton; Dr. 
G. C. Kimmel, Minneapolis; Dr. M. E. Knapp, 
Minneapolis; Dr. P. C. Leck, Austin; Dr. M. E. 
Lenander, St. Peter; Dr. A. J. Lenarz, Brower- 
ville; Dr. J. G. Lohmann, Pipestone; Dr. C. A. 


McKinlay, Minneapolis; Dr. M. J. McKenna, 
Grand Rapids; Dr. D. A. MacDonald, Minne- 
apolis; Dr. F. H. Magney, Duluth; Dr. J. P. 


Medelman, St. Paul; Dr. C. W. Moberg, Detroit 
Lakes; Dr. G. J. Mouritisen, Fergus Falls; Dr. 
C. L. Oppegaard, Crookston; Dr. B. F. Pearson, 
Shakopee; Dr. D. L. Sherman, Luverne; Dr. E. 
J. Simons, Edina; Dr. P. M. Smith, Lake "Crystal; 
Dr: O: I. Sohlberg, St. Paul; Dr. L. E. Steiner, 
Albert Lea; Dr. A. M. Watson, Royalton; Dr. 
W. T. Wenner, St. Cloud; Dr. W. W. Will, Bertha 
and Dr. W. W. Yaeger, Marshall. 


The amount of benefits provided for hospital- 
ized Blue Cross members reached an all time high 
for the first four months of 1958, as compared 
to the same period in 1957. 


Analysis of the reasons for hospitalization re- 
veals that the two nondisease categories, obstetri- 
cal care and accidental injuries, 


accounted for 
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nearly 30 per cent of all cases paid during this 
period. 

During the first four months of 1958, nearly 
10,800 Blue Cross mothers were hospitalized for 
maternity care or conditions related to pregnancy. 
Blue Cross maternity cases averaged 4.7 days of 
care per case. Blue Cross maternity benefits ex. 
ceeded the one and one-half million dollar mark. 
Compared to the same period of the previous 
year, there was a 4 per cent increase in frequency 
of occurrence, a one-tenth of a day drop in 
length of hospital stay and over $200,000 increase 
in benefits. Obstetrical care was the second lead- 
ing reason of hospital care incurred by Blue 
Cross subscribers during the first four months, 
both in 1957 and 1958. 

Accidental injuries and poisonings incurred by 
10,600 subscribers during the four-month period 
of 1958 was the third leading cause of hospitaliza- 
tion. Compared to the same period of 1957, 
the rate of hospitalization due to accidents has 
increased 5.6 per cent. Every twenty minutes 
a Blue Cross subscriber receives hospital care for 
an accidental injury or poisoning. 

More than 50 per cent of all accidents to 
Minnesota Blue Cross members resulted in lacera- 
tions, fractures or sprains. During the first four 
months of 1958, lacerations were the result of 
2,558 accidents or 24 per cent of the total in- 
curred by subscribers, fractures resulted from 
2,030 accidents or 19 per cent of the total, and 
sprains resulted from 1,525 accidents or 15 per 
cent of the total. 

The leading cause of hospitalization incurred 
by subscribers during the first four months of 
1958 was respiratory illnesses; representing 16.4 
per cent of all cases paid. This period of every 
year is inclined to show a high frequency rate 
for respiratory diseases. However, compared to 
the same period of 1957, the number of Blue 
Cross subscribers hospitalized because of respira- 
tory diseases shows a 2.5 per cent increase. 

Diseases of the digestive system ranked fourth 
as one of the leading reasons of hospitalization 
of Blue Cross members during the first four months 
of 1958. Diseases in this category represented 14.1 
per cent of all cases paid and exceeded the rate 
of incurrence of the previous year by 5.5 per cent. 

Together with accidental injuries, the increase 
in frequency of subscribers hospitalized for diges- 
tive diseases made up one-third of the increase 
in overall usage of Blue Cross benefits as com- 
pared to the same period of the preceding year. 
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105TH ANNUAL MEETING HIGHLIGHTS 


MINNESOTA STATE MEDICAL ASSOCIATION 


Attendance Records 


According to official attendance figures, a total of 
3,696 persons attended the 105th annual meeting of 
the Minnesota State Medical Association. 

The number of doctors who attended this year’s meet- 
ing was 1,620; medical students, 233; nurses, dietitians, 
technicians, social workers and medical secretaries, 204; 
scientific exhibitors, 214; commercial exhibitors, 583; 
and Woman’s Auxiliary, 343. Guests, including clinic 
managers, State Board of Health personnel, state in- 
stitution managers, superintendents of hospitals, den- 
tists, pharmacists and research personnel totaled 499. 


New Officers Elected 


Dr. Carl B. Drake of St. Paul, was named president- 
elect of the Minnesota State Medical Association at the 
closing business session of the House of Delegates held 
in conjunction with the 105th annual meeting of the 
group, May 22-24 in Minneapolis. He will take office 
January 1, 1959. A native of St. Paul, Dr. Drake 
is a graduate of the University of Minnesota School 
of Medicine. 

In 1919, he was named editor of MINNESOTA MEpI- 
CINE, a post which he held until 1953. 

Prior to 1925, Dr. Drake served for three years as 
executive secretary of the Minnesota State Medical 
Association. 

He served as president of the Ramsey County Medical 
Society in 1942, and in 1953 he was the recipient of 
the Distinguished Service Award. 

Dr. Drake is an internist and maintains his practice 
in the Lowry Medical Arts Building. 

Other officers elected include: E. R. Sather, Alex- 
andria, first vice president; Malcolm McCannel, Min- 
neapolis, second vice president; B. B. Souster, St. Paul, 
secretary; Karl W. Anderson, Minneapolis, treasurer; 
H. M. Carryer, Rochester, Speaker of the House of 
Delegates; R. P. Buckley, Duluth, vice speaker; P. E. 
Hermanson, Hendricks, J. P. Medelman, St. Paul, and 
W. W. Will, Bertha, district councilors. R. L. J. 
Kennedy, Rochester, and A. O. Swenson, Duluth, were 
elected delegates to the American Medical Association 
wih R. H. Wilson, Winona, and Clarence Jacobson, 
Chisholm, as alternates. 


> 


Distinguished Service Award 


Dr. Ernest H. Hammes, a St. Paul physician for 
fifty-one years, was awarded the 1958 Distinguished 
Service Award of the Minnesota State Medical Associa- 
tion. 


Dr. Hammes is a neurologist and psychiatrist who 


Jury, 1958 


taught at the University of Minnesota Medical School 
for thirty-nine years. He is now professor emeritus of 
nervous and mental diseases. 

The award is in recognition of service to the associa- 
tion and medicine in Minnesota. 


Fifty Club Members Honored 


In recognition of faithful service of fifty years in 
the honorable practice of medicine in Minnesota, seven- 
teen Minnesota physicians received special citations and 
awards at the annual banquet of the Minnesota State 
Medical Association. 

The seventeen physicians included in this group are: 
Drs. Donald C. Balfour, Rochester; E. T. Bell, A. C. 
Lindberg and Kenneth W. Wilder of Minneapolis; 
Rolland A. Bock, Edward V. Goltz, and Charles N. 
Hensel of St. Paul; Elmer A. Arnold, Adrian; John C. 
Brown, Los Gatos, California; Frank W. Calhoun, Al- 
bert Lea; Joseph S. Collins, Wabasha; George C. H. 
Ernest, St. Petersburg, Florida; Richard B. Girvin, Des 
Peres, Missouri; Einer Wesley Johnson, Bemidji; Ola A. 
Kabrick, St. Peter; John J. McGroarty, Easton; and 
Theodore S. Paulson, Fergus Falls. 


Mr. Rosell Honored 


A citation of distinguished service was presented to 
Mr. R. R. Rosell at the annual banquet in recognition 
for his thirty-two years of devoted service as executive 
secretary and field secretary of the Minnesota State 
Medical Association. 

The presentation was made by Dr. C. L. Oppegaard, 
chairman of the council, on behalf of the association. 

Mr. Rosell joined the staff of the association in 
1926 as field secretary. He spent 1930 to 1935 with 
the American Medical Association in Chicago. 


His successor will be Harold Brunn, now assistant 
secretary. 


Scientific Exhibitors Receive Award 


Three Minneapolis physicians were named recipients 
of the 1958 Southern Minnesota Medical Association 
Award for the best scientific exhibit displayed at the 
annual meeting. The first place winners were Drs. 
E. A. Webb, B. A. Smith and W. E. Price, for their 
exhibit on “Hematuria.” , 

The judges were Dr. James W. Reagan of Western 
Reserve University, Cleveland, Ohio; Dr. Harry Unger- 
leider, Director of Medical Research, Equitable Life 
Assurance Society, New York, New York; and Dr. 
John W. Gridley of Arlington, Minnesota. 
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Meetings and Announcements 


MEDICAL MEETINGS 
State 
Northern Minnesota Medical Association, annual 
meeting, Detroit Lakes, September 5 and 6, 1958. 
School Health and Safety Workshop, sponsored by 
Minnesota Department of Education, Minnesota De- 
partment of Health and Minnesota Tuberculosis and 
Health Association, seventh annual session, Camp Lake 
Hubert near Brainerd, Minnesota, August 17 to 22, 
1958. 


NATIONAL 

Academy of Psychosomatic Medicine fifth annual 
meeting, Park Sheraton Hotel, New York City, October 
9-11, 1958. 

American Congress of Physical Medicine and Rehab- 
ilitation, 36th annual scientific and clinical session, 
Bellevue-Stratford Hotel, Philadelphia, August 24-29, 
1958. 

American Institute of Ultrasonics in Medicine, interim 
meeting, Bellevue-Stratford Hotel, Philadelphia, Penn- 
sylvania, August 23, 1958. 


Fifth Annual Conference of Mental Health Represen- 
tatives of the State Medical Associations sponsored by 
the AMA Council on Mental Health, November 21 and 
22, 1958, Drake Hotel, Chicago. 

Gerontological Society, Inc., Bellevue Stratford Hotel, 
eleventh annual scientific meeting, Philadelphia, Penn- 
sylvania, November 6, 7, and 8, 1958. 


National Society for Crippled Children and Adults, 
1958 convention, November 16-20, Statler Hotel, Dallas, 
Texas. 


One-day course in Cardiac Resuscitation, Emory Uni- 
versity School of Medicine, Atlanta, Georgia, October 
3, 1958. Write Postgraduate Education, Emory Uni- 
versity School of Medicine, 69 Butler Street, SE, At- 
lanta 3, Georgia, for further information. 

Second Annual Postgraduate Course on “The Preven- 
tion and Management of Athletic Injuries,” University 
of Colorado Medical Center, Denver 20, Colorado, 
August 25, 26, 27, 1958. 


INTERNATIONAL 

Fifth International Congress on Diseases of the Chest, 
sponsored by American College of Chest Physicians, 
Tokyo, Japan. September 7-11, 1958. 

Israel Medical Association, fourth world assembly, 
August 12-24, Tel Aviv, Jerusalem, and Haifa. 

Third International Congress of Allergy, sponsored 
by International Association of Allergology and French 
Allergy, Association, Paris, France, October 19-26, 1958. 


OTOLARYNGOLOGY ASSEMBLY 


The Department of , Otolaryngology, University of 
Illinois College of Medicine, announces its Annual As- 
sembly in Otolaryngology from September 29 through 
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October 5, 1958. The Assembly will consist of an 
intensive series of lectures and panels concerning ad- 
vancements in otolaryngology, and evening sessions de- 
voted to surgical anatomy of the head and neck and 
histopathology of the ear, nose and throat. 

Interested physicians should write direct to the De. 
partment of Otolaryngology, 1853 West Polk Street, 
Chicago 12, Illinois. 


UROLOGY AWARDS 


The American Urological Association offers an annual 
award of $1,000 (first prize of $500, second prize $300 
and third prize $200) for essays on the result of some 
clinical or laboratory research in urology. Competition 
is limited to urologists who have been graduated not 
more than ten years, and to hospital interns and res- 
dents doing research work in urology. 

The first prize essay will appear on the program 
of the forthcoming meeting of the American Urological 
Association, to be held at the Chalfonte-Haddon Hall, 
Atlantic City, New Jersey, April 20-23, 1959. 

For full particulars, write the Executive Secretary, 
William P. Didusch, 1120 North Charles Street, Balti- 
more, Maryland. Essays must be in his hands before 
December 1, 1958. 


CAMP FOR DIABETIC CHILDREN 


The Twin City Diabetes Association is sponsoring 
a camp for diabetic children, ages seven to seventeen, 
from August 10 through 17. The camp will be at 
Camp Legionville, Brainerd. Adequate supervision of 
all activities will be insured by a full-time pediatrician, 
nurse and dietitian for problems relating to diabetes 
and by competent counsellors for full camp activities. J 

The Twin City Diabetes Association wishes to pub- 
licize the camp to all physicians in Minnesota so they 
may encourage their young diabetic patients to attend 
the camp. Information about the camp may be obtained 
from Mrs. Mannie Guggenheim, Lay Society Secretary, 
5225 Minnetonka Blvd., Minneapolis. Telephone: 
WAlnut 6-1486. 


COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The American College of Gastroenterology announces 
that its annual course in Postgraduate Gastroenterology 
will be given at the Jung Hotel in New Orleans, La., on 
October 23, 24, 25, 1958. 

The subject matter to be covered in the course, from 
a medical as well as surgical viewpoint, will be essen 
tially, the advances in diagnosis and treatment of gas 
trointestinal diseases and a comprehensive discussion of 
diseases of the mouth, esophagus, stomach, pancreas, 
spleen, liver and gall bladder, colon and rectum. 

For further information and enrollment, write to the 
American College of Gastroenterology, 33 West 60th St, 
New York 23, N. Y. 
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Public Health 


DULUTH BRANCH LABORATORY 
TRANSFERRED 


At its meeting of May 22, the State Board of Health 
voted to close its Duluth and St. Louis County Branch 
Laboratory (located at 310 Builders Exchange Build- 
ing, Duluth) by July 1, 1958. All services offered by 
the Branch Laboratory will be transferred to the Minne- 
sota Department of Health’s medical laboratories in 
Minneapolis. We believe that this change will promote 
greater efficiency since the laboratory services in the 
Duluth laboratory were limited and many specimens 
had to be sent to Minneapolis. 

The decision to close the Branch Laboratory was based 
on the fact that (1) services can be rendered as 
effectively and more efficiently from the Minneapolis 
Laboratory which already serves all of the state and 
supplemented the services for the city of Duluth and 
St. Louis County, (2) mail service between Duluth and 
Minneapolis is just as rapid and in most instances 
faster than for many other parts of the state, and (3) 
the death of Mr. Harold Hoff, bacteriologist-in-charge 
of the Branch’ Laboratory since 1939, created a vacancy 
which would have been most difficult to fill with a 
suitable person. 

To implement this transfer of services, the Division 
of Medical Laboratories requests that physicians, clinics, 
and hospital laboratories return all unused containers 
bearing the Duluth and St. Louis County Branch Labor- 
atory return label to the Minnesota Department of 
Health, Division of Medical Laboratories, University 
Campus, Minneapolis 14, Minn., for exchange for 
properly labeled containers. The outside of the con- 
tainers should be marked “not used.” If replacement 
is desired, a note giving the name and address of the 
requestor should accompany the returned containers. 

If there are any questions regarding submission of 
specimens or laboratory services, the Department of 
Health will be most pleased to answer them. Kindly 
address queries to: Henry Bauer, Ph.D., Director, Divi- 
sion of Medical Laboratories, Minnesota Department 
of Health, University Campus, Minneapolis 14, Min- 
nesota. 


Thanks most sincerely for your co-operation. 


R. N. Barr, M.D. 
Secretary and Executive Officer 
Minnesota State Board of Health 


Steady increase in population, production, and a 
higher standard of living are the reasons why water is 
becoming scarce in almost every populous section of the 
United States. Today, the country uses about 261 billion 
gallons of water daily. By 1975, it is estimated that use 
will soar to 453 billion gallons daily—Christmas Seal 
Health News. 
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Woman’s Auxiliary 


NEW STATE PRESIDENT REVIEWS 
AUXILIARY HISTORY 


The installation of Mrs. Reuben F. Erickson, Minne- 
apolis, as 1958-59 state president of the Woman’s Aux- 
iliary to the Minnesota State Medical Association took 
place at the annual luncheon held Friday, May 23, 12:45 
p.m, in the Cardinal Room of the Curtis Hotel in Min- 
neapolis. ‘ 

In her acceptance message, presented at the time of 
her installation, Mrs. Erickson reviewed the history of 
the organization. Her address was as follows: 


This being a Centennial year for the State of Minne- 
sota, a short review of the history of our auxiliary 
seems timely. The Auxiliary to the American Medical 
Association was organized May 26, 1922—thirty-six 
years ago in St. Louis, Missouri. At that time, Minne- 
sota had three active medical groups—St. Louis County. 
Ramsey and Hennepin. These three groups organized 
in Minneapolis, as a state auxiliary, October 13, 1922, 
five months after the national auxiliary was organized. 

At the first national convention held in St. Louis in 
1922, there were only twenty-six members registered. 
Then in 1928, the national meeting was held in Min- 


neapolis and the enrollment was 1,296 members—so 
you can see how fast we grew. 

I would like to remind you that the mother of the 
present president of the Minnesota State Medical 
Association was our first state auxiliary president. Mrs. 
H. B. Sweetser served during the years 1922, 1923 and 
1924. 

From the ranks of our state presidents, two were hon- 
ored to become national presidents—Mrs. James Blake 
of Hopkins, who served in 1933-34 and Mrs. Harold 
Wahlquist of Minneapolis, who served in 1951-52. 

The achievements of our medical auxiliary through 
the years have proved that the American Medical As. 
sociation has a powerful ally. We are continually 
broadening our program of service and always striving 
to serve the original purpose for which we were or- 
ganized—to extend the aims of the medical profession 
through the wives of doctors to other women’s groups 
which look to the advancement in health and education: 
to assist in entertainment at all medical conventions: 
to promote sociability among doctors’ families so that 
closer fellowship may exist. 

Mrs. Oppegaard, I want to thank you for your guid- 
ance and help through this past year. I have enjoyed 
your fellowship and your enthusiasm, and I was very 
fortunate to have observed and learned for my year 
ahead. May our friendship ever grow stronger through 
the years ahead. 
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WOMAN’S AUXILIARY 


Now, as your president, I want you to remember that 
| shall work with you and for you and among you 
with dedication to the dreams of the pioneers, which 
are our dreams, too. May we pioneer to extend our 


the annual Auxiliary luncheon of the state convention. 

We know that with the money already promised 
and received that this award can continue for six years, 
and there may be others, on knowing the recommenda- 


ers—so aims into our own neighborhoods and even _ beyond. . 
I wish to close quoting from the inaugural address tion, who would care to contribute. In doing it this 
of the ff of one whom I greatly revere and to whom I must give way, it will not be necessary to know the final amount 
Medical ff the credit of my achievement today—one whom I truly of the fund before setting up the award program. 
t. Mrs, | miss—Margaret Sheman Wahlquist: ; ae 
23 and “Your individual worth and individual contributions The Memorial Fund would be administered by a 
are most meaningful to me, for it is only through us, committee of three members to be appointed by the 
re hon- ff as individuals, that the things for which we stand become president. This committee, with the approval of the 
; Blake M real. With all of us working together for health, we . ee < 
ef State Medical Association Executive Secretary, would 
Harold @ shall progress. ; : 
) determine the award winner. 
hrough RECOMMENDATIONS PRESENTED FOR Since scholarships start at about $1,000 or $1,200, 
cal As. this committee believes that an annual prize award 
— MARGARET SHEMAN WAHLQUIST AWARD will best utilize these funds to keep Margaret Wahl- 
ne a The committee has tried very hard to recommend quist’s name alive. It will be well worth the small 
fession J} a memorial which will use the amount of money amount of effort involved in making the selection of 
groups # promised and collected to the very best advantage. The the award winner each year. 
cation; ae tas e . : : ; ; 
no total figure at _this tume 1s $639.00 with eighteen We hope that this recommendation for a Margaret 
o that g Counties responding and two personal gifts. Sheman Wahlquist Award will be satisfying to all those 
; The committee recommends that a Margaret Sheman who knew and loved Margaret, and who have given so 
Be Wahlquist Award of $100.00 be presented each year generously. 
s very jy (© a worthy and deserving graduating nurse from the Mrs. Harotp BENJAMIN 
y year @ University of Minnesota who desires to continue her Margaret Sheman Wahlquist 
irough @ work in a specialty. This award will be presented at Memorial Committee 


In a recent 140-patient study’ DIMETANE 
gave “more relief or was superior to 
>in 68, or 45% of 
a group manifesting a variety of allergic 
conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92%. 
Only 11 patients (8%) experienced any 
side reactions and 5 of these could not 
tolerate any antihistamines. 
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other antihistamines,’ 





1. Thomas, J. W.: Ann. Allergy 16:128, 1958 
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In Memoriam 





DAVID M. BERKMAN 


Dr. David M. Berkman, a member of the staff of the 
Mayo Clinic from 1913 to 1951, and of the Board of 
Governors of that institution, died at Saint Mary’s 
Hospital in Rochester, Minnesota, May 28, 1958. The 
cause of death was cerebral hemorrhage caused by 
arteriosclerosis. He was seventy-two years old. 

Dr. Berkman was born in Rochester on May 26, 1886, 
the son of Gertrude Mayo Berkman and Dr. David Berk- 
man. 

He attended the public schools of Rochester and the 
University of Minnesota, from which he received the 
degree of bachelor of science in 1909. He then con- 
tinued his education at the Rush Medical College in 
Chicago, which awarded him the degree of doctor of 
medicine in 1912. His internship was served at the 
Presbyterian Hospital in Chicago in 1912 and 1913, 
and for five months conducted work in post-mortem 
examinations at the Cook County Hospital in Chicago. 

Dr. Berkman returned to Rochester on November 1, 
1913, as a consultant in medicine in the Mayo Clinic. 
He was a member of the Medical Corps of the U. S. 
Army in World War I, serving as an officer in Base 
Hospital 26 in France in 1918 and 1919. He was 
released to civilian status with the grade of major. 
In the early years of his service he was associated in 
general medicine with the late Dr. Christopher Graham, 
one of the founders of the medical partnership which 
ultimately became the Mayo Clinic. On May 1, 1919, 
however, he was appointed head of a section of medi- 
cine in the Mayo Clinic, a post he retained until 1946, 
when he became a senior consultant. He retired from 
active practice in the Mayo Clinic on July 1, 1951. 

Dr. Berkman was a member of the Board of Governors 
of the Mayo Clinic from 1933 to 1945 and of the 
Board of Members of the Mayo Association from 1935 
to 1951. He was an assistant professor of medicine in 
the Mayo Foundation, Graduate School, University of 
Minnesota. 


He was one of the early graduate students in the 
Mayo Foundation, established in 1915, and in 1920 
he received from the University of Minnesota the degree 
of master of science, conferred for his graduate work 
in the study of diabetic patients requiring surgical opera- 
tions. 

Dr. Berkman was certified as a specialist in internal 
medicine by the American Board of Internal Medicine, 
Inc. He was a fellow of the American College of 


‘Physicians and a member of the AMA, the Minnesota 


State Medical Association, the Southern Minnesota Med- 
ical Association, the American Gastroenterological Asso- 
ciation, the Alumni Association of the Mayo Foundation, 
the Society of the Sigma Xi, the Alpha Kappa Kappa 
professional medical fraternity and the Psi Upsilon aca- 
demic fraternity. He was for some years a member of 
the Executive Committee of the William T. McCoy 
post of the American Legion. 
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IN MEMORIAM 


Dr. Berkman is survived by his wife, Frances and 
six children, Mrs. Dewain O. Long, Minneapolis; Mrs. 
Jack Klemanchich, San Francisco; Mrs. Paul Tinetti, 
Mount Pleasant, Michigan; Dr. David S. Berkman, 
Rochester; John, Rochester; and Mrs. Burnell F. Eck- 
hardt, Sheboygan, Wisconsin. 


JOHN B. CLEMENT 

Dr. John B. Clement, pioneer Lester Prairie physician 
and surgeon, died May 10, 1958, at the Glencoe Hos- 
pital. He was eighty-two years old. 

Dr. Clement came to Lester Prairie and established 
his practice October 5, 1899, after receiving his medical 
degree in Laval University, Montreal, Canada. 

He was born in Ontario, Canada, December 12, 1875. 
the son of Mr. and Mrs. Joseph Clement. He was reared 
on a Canadian farm and acquired his early education 
in the Sulpician College in Montreal. 

The deceased was a past president of the McLeod 
County Medical Society and member of the Minnesota 
State and American Medical Associations. 


He was president of the Farmers State Bank of 
Lester Prairie. He had been president of the village 
council, member of the Board of Education, and an 
active member of the A.O.U.W. 

After fifty years of continuous service, on October 5, 
1949, Dr. Clement was honored by the community at 
a banquet sponsored by the Civic and Commerce As- 
sociation. 

He is survived by two sisters, Mrs. Emma LaLande 
and Mrs, Souphranie Touranjeau, both living in Alfred, 
Ontario, Canada. Mrs. Emma LaLande, a niece, was 
his housekeeper for about four years. 


LOUIS LAWRENCE FREIDMAN 


Dr. Louis L. Freidman, St. Paul specialist in obstetrics 
and gynecology, died June 14, 1958, as the result of a 
heart attack. He was fifty years old. 


He was associated in practice with Dr. Wm. F. 
Menold, with offices in the Lowry Medical Arts Build- 
ing, St. Paul. 


Dr. Freidman was born in Minneapolis and was 
graduated from the University of Minnesota School of 
Medicine. He was a diplomate of the American Board 
of Obstetrics and Gynecology; a founding fellow of the 
American Academy of Obstetrics and Gynecology; a 
fellow of the American Society for the Study of Sterility 
and a member of the New York Academy of Sciences. 
The deceased was also a member of the Ramsey County 
Medical Society, the Minnesota State Medical Associa- 
tion and the American Medical Association. 

He founded and directed the fertility clinic at the 
University of Minnesota, where he also was an assistant 
professor of obstetrics and gynecology. He was on the 
medical staff of Midway and Miller Hospitals, St. Paul, 
and Mt. Sinai Hospital, Minneapolis. 

He is survived by his wife, Ferne; daughters, Elizabeth 
Ann and Cynthia Lou, both of St. Paul, and a sister, 
Mrs. Ann F. Lipkin of Minneapolis. 
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IN MEMORIAM 


ERLING S. PLATOU 

Dr. Erling S. Platou, Minneapolis physician, died 
June 17, 1958, while on a fishing trip near Grand 
Marais, Minnesota. He was sixty-one years old. 

At the time of his death, Dr. Platou was clinical 
professor of pediatrics at the University of Minnesota 
and a practicing Minneapolis pediatrician. 

He had been president of the University of Minnesota 
Alumni Association, president of the State Board of 
Health and president of the Minnesota Medical Founda- 
tion. 

Dr. Platou was associated with the staffs of North- 
western, Abbott and Fairview Hospitals in Minneapolis. 

Born in Cooperstown, North Dakota, Dr. Platou 
graduated from the University in 1920. He became 
a part-time instructor at the medical school a few years 
later. 

Survivors include his wife, Helen; a son, Jon; two 
daughters, Susan and Nancy, all of Edina; his mother, 
Mrs. L. S. Platou, Madera Beach, California; a brother, 
Dr. Ralph V., New Orleans, La.; two sisters, Mrs. 
Elaine Gallaher, Minneapolis, and -Mrs. Lenore Fernan- 
dez, Madera Beach. 


HERBERT L. STOLPESTAD 


Dr. Herbert Stolpestad, St. Paul physician, died May 
22, 1958, as the result of gunshot wounds inflicted by 
a deranged twenty-five-year-old St. Paul truck driver. 








Dr. Stolpestad was fifty-one years old at the time of his 
death. 

The deceased was born in Lafayette, Minnesota, and 
attended Mounds Park grade school and Johnson High 
School. He was a graduate of Carleton College, North- 
field, and the University of Minnesota School of Medi- 
cine, class of 1933. 

A St. John’s Hospital staff member more than twenty 
years, he had served as chief of staff in 1951. 

He was a member of the Ramsey County Medical 
Society, the Minnesota State Medical Association, Ameri- 
can Medical Association, American Academy of General 
Practice, Montgomery Lodge 258, A.F. & A.M., the 
Scottish Rite and Osman Temple of the Shrine. 

Surviving are his wife, Flora; a son, Harold; his 
mother, Mrs. Harold Stolpestad; a sister, Virginia, and 
a brother, Dr. A. H. Stolpestad. 


CLUE TO INFERTILITY 


Physiological changes in the fallopian tube in women 
hold the clue to many cases of infertility, suggest Dr. 
Luigi Mastroianni, Jr., and his associates of Yale Uni- 
versity. In addition to being a passageway, the fallopian 
tube may have an enzymatic and chemical function, 
they reported. These special functions may explain why 
surgery to repair or replace a damaged fallopian tube 
does not cure infertility in many cases. — American 
Society for Studies on Sterility Meeting, Los Angeles, 
April 21, 1958. 
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General Interest 


Dr. R. B. Howard, St. Paul, has been appointed dean 
of the University of Minnesota College of Medical 
Sciences. He succeeds Dr. Harold S. Diehl, who retired 
June 30. University President J. L. Morrill made the 
announcement after the Board of Regents approved 
the appointment in executive session. Dr. Howard was 
picked by a faculty committee. Dr. Howard, the son 
of the late Dr. Willard S. Howar4, St. Paul physician, 
has served as associate dean of the college since last 
fall when Dr. Dieh! took leave of absence to accept an 
appointment with the American Cancer Society. He 
also is a director of continuation medical education. 


* * * 


A Hopkins physician, Dr. H. E. Drill, has been elected 
president of the Hennepin County Tuberculosis Associa- 
tion. Other officers named were Dr. Sumner S. Cohen 
and Fred H. Waterhouse, vice presidents; Mrs. Virgil 
Schwartz, secretary; Gordon Christian, treasurer. The 
executive committee will include the officers and Ken- 
neth A. Backstrom, Dr. Dean S. Fleming, L. R. Lunden, 
Gordon Tucker, Dr. Asher A. White and Mrs. Reuben 
K. Youngdahl. 

* 


* * 


At a recent meeting of the American Dermatological 
Association, Dr. Francis W. Lynch, director of the 
Division of Dermatology at the Universiy of Minnesota, 
presented a paper, entitled “A Contrast of Cutaneous 
Cancer as Observed in Texas and in Minnesota.” Co- 
authors were Dr. C. Ferd Lehmann and J. Lewis Pipkin 
of San Antonio. At the meeting, Dr. Lynch was elected 
a member of the Board of Directors of the Association. 


* 


Dr. A. M. Olsen has been elected to the Board of 
Directors of the Olmsted County Tuberculosis and 
Health Association for a three-year term, to replace 
Dr. Herbert W. Schmidt, who resigned. Dr. Viktor B. 
Wilson, Rochester and Olmsted County Public Health 
Officer, presented the annual report on the Christmas 
Seal chest x-ray work and the case finding budget. 
Chairman of the program committee, Dr. C. H. Hodg- 
son, Rochester, outlined problems to be considered by 
the association. 


* * 


* * * 


Dr. Charles W. Mayo, head of a section of surgery 
in the Mayo Clinic and professor of surgery in the 
Mayo Foundation, is the first Minnesotan in history to 
receive the Medal for Distinguished Achievement of the 
Grand Lodge of Ancient Free and Accepted Masons of 
the State of New York in New York City. 


* + 


Dr. Charles Butturff, Freeborn general practitioner 
specializing in skin diseases, was recently voted the best 
dressed doctor practicing at Naeve Hospital in Albert 
Lea. According to press comments, his natty hat and 
bow tie form part of a typical Adolph Menjou ensemble. 
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Dr. Edward A. Banner of Rochester, president of the 
Rochester Rotary Club in 1953, and named governor- 
elect of Rotary District 595 last November, was for- 
mally elected district governor at the Rotary Interna- 
tional meeting in Dallas, Texas, in June. 


£ 


Dr. Alexander Venables, medical director of the Min- 
nesota Mutual Life Insurance Company, has retired 
from his position. He had been associated with the 
insurance firm for more than twenty years, and headed 
the medical department since 1948. From 1933 until 
assuming medical director duties with the Minnesota 
Mutual Life, he practiced in St. Paul, and served ‘at 
different times on the staffs of Miller Hospital, Gillette 
Childrens’ Hospital and Wilder Clinic where for twenty- 
five years he headed the thyroid clinic. At present, 
he is medical advisor to the First National Bank, St. 
Paul. A long-time member of the St. Paul Curling 
Club, Dr. Venables was recently chosen as outstanding 
curler for the 1958 Minnesota Centennial Year celebra- 
tion. 

* 


* * 


Dr. Charles A. Owen, Jr., consultant in clinical pa- 
thology and associate professor of clinical pathology at 
the Mayo Clinic, was one of five Monmouth College 
graduates to receive honorary degrees at the college’s 
105th commencement services, at Monmouth, Illinois. 


* * * 


Three Twin City physicians and a St. Paul attorney 
were speakers at a recent meeting of the Minnesota 
Academy of General Practice held in Lake City. Speak- 
ers included: Dr. John J. Galligan, who discussed “Early 
Identification of Congenital Heart Disease;’ Dr. Her- 
man Kleinman, who addressed the group on “The Physi- 
cian and the Epidemiology of Viral Disease of the 
Central Nervous System”; Dr. S. R. Maxeiner, Jr., who 
discussed “The Use of Local Anesthesia,” and Charles 
Murname, St. Paul attorney, who spoke to the chapter 
on “Medical-legal Problems.’ President of the group is 
Dr. Theodore Wellner; Dr. J. E. Verby, Rochester, 


serves as secretary-treasurer. 


* * * 


At the annual meeting of the Minnesota Academy of 
Occupational Medicine and Surgery held May 27, 1958, 
in Minneapolis, the following were elected to office: 
Dr. Tracy Barber, Austin, president; Dr. John A. Wil- 
liams, St. Paul, vice president; Dr. Robert Goltz, Minne- 
apolis, secretary; Dr. D. I. Derauf, St. Paul, treasurer; 
Dr. Earl L. Opstad, Minneapolis, recorder; and Dr. 
John Shronts, Minneapolis, executive committee. 


* + * 


Dr. Laurence F. Greene, of the Mayo Clinic staff, 
was awarded a $1,000 study grant at the annual meet- 


(Continued on Page A-44) 
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ing of the Research Committee of the American Uro- 
logical Association, Inc., at New Orleans, Louisiana. 
This amount is a portion of $32,000 granted by the 
association to several research departments throughout 
the country. Each recipient has been given a definite 
and different subject for study. 

* * * 

Dr. Robert Hugo Johnson, formerly of Chisago City, 
has opened practice at Bayport. 

* * * 

Dr. Hugh R. Butt, of the Mayo Clinic, was recently 
elected vice president of the. American Gastroenterologi- 
cal Association at its 59th annual banquet held in 
Washington. 

* * * 

Dr. Raymond D. Pruitt, of the clinical section of 
the Mayo Clinic, was main speaker at the annual alumni 
banquet of Baker University, Baldwin City, Kansas. 

* * * 

The recent featured speaker, at a Northwestern Col- 
lege of Minneapolis alumni luncheon held in Sioux Falls, 
South Dakota, was Dr. Richard Kieffer, St. Paul. 


* * * 


Dr. James E. Jensen, Stillwater physician, has been 
named medical gifts chairman in a campaign to raise 
one million dollars for the Lakeview Hospital drive of 
that city. 


corticoid-salicylate 
compound 


GENERAL INTEREST 


“Tinger-itis’ 


Dr. George Eusterman, emeritus member of the Mayo 
Clinic staff, and Dr. Waltman Walters of the Clinic, 
recently attended the meeting of the Pan-American 
Gastroenterological Congress at Caracas, Venezuela. Dr, 
Eusterman also attended and conducted a symposium 
at the International Gastroenterological Congress at 
Washington, D. C., following the South American meet, 

* * * 

Dr. Frank H. Krusen, chief of physical medicine 
and rehabilitation at the Mayo Clinic, recently presided 
at a meeting of the National Rehabilitation Develop- 
ment Committee of the American Rehabilitation Founda- 
tion, held at the Leamington Hotel, in Minneapolis. 

* * * 

Dr. Clyde A. Undine, Minneapolis, attended the 
American College of Physicians annual convention at 
Atlantic City, New Jersey. 

* * * 

Dr. Chauncey M. Kelsey, St. Paul, was a recent speak- 
er at the International Surgeons Assembly in Brussels, 
Belgium. 

* * * 

Dr. Edward P. Burch is the new president of the 
medical staff at the Charles T. Miller Hospital, St. Paul. 
Other officers elected at the annual meeting at the 
Minnesota Club are: Dr. Norbert J. Lilleberg, first vice 
president; Dr. H. F. Schroeckenstein, second vice presi- 
dent; Dr. J. Allen Wilson, chairman, administrative poli- 
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cy; and Dr. Frank J. Milnar, chairman, education and 
research. 
* * * 

Two medical clinics will be constructed in Spring- 
field this summer. One will be built by Dr. E. J. 
Wohlrabe and Dr. E. L. Penk, Springfield physicians, 
and the other is planned by Dr. Francis Boyle of Tracy. 


* * * 


Dr. Anthony J. Bianco, Jr., orthopedic surgeon of 
the Mayo Clinic, addressed the Rochester Exchange 
Club’s luncheon meeting recently on the subject of 
advisability of installing safety belts in automobiles. 


* + 


Dr. Roger S. Johnson, of the Minnetonka Clinic, 
Excelsior, recently returned from Phoenix, Arizona, 
where he presented a paper entitled “Emergency Care 
of Trauma,” at the annual meeting of the Flying Physi- 
cians. 

* * * 

“The Use of Hormones in General Practice’ was the 
subject of an address given by Dr. L. O. Underdahl, 
of the Mayo Clinic, at the June 9 meeting of the 
Southwestern Minnesota Medical Society and Auxiliary 
held at Ehlers Steak House in Worthington. 

* * * 


Dr. Paul Forester, medical administrator at the Eliza- 
beth Kenny Institute in Minneapolis, was recently 
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awarded the first place gold medal for scientific ex- 
hibits, by the American Academy of Neurology. Dr. 
Forester’s exhibit was a combination film and still 
photographs on neurologic examination of infants dur- 
ing the first year of life. The film is designed to help 
physicians recognize cerebral palsy and other diseases 
of the nervous system at an early age. 


= = # 


Dr. Ralph. E. Smith, formerly of Minneapolis, has 
joined the Mayo Clinic staff and now is associated 
with Dr. R. L. Parker and others in a section of General 
Medicine. Since 1948, he has been connected with the 
University, Ancker and Veterans Hospitals in Minne- 
apolis. From 1953 until recently, Dr. Smith was chief 
ef the Cardiovascular Diseases section of the Depart- 
ment of Medicine at the Minneapolis Veterans Hospital. 
He has been assistant professor of the University of 
Minnesota Medical School since 1954. 


* * * 


Dr. John W. Kirklin, head of a section of Surgery in 
the Mayo Clinic, and associate professor of surgery in 
the Mayo Foundation, has been appointed an associate 
medical editor of “The Heart Journal,” a bimonthly 
professional journal on heart disease for the general 
practitioner of medicine, it is announced by the Ameri- 
can Heart Association. “The Heart Bulletin” was 
founded in 1952 by Dr. R. Lee Clark, Jr., of Houston, 
Texas, who was a fellow in surgery of the Mayo 
Foundation from 1935 to 1939. 

* * # 

Dr. Robert J. Gorlin, of the University of Minnesota 
School of Dentistry, was recently elected secretary- 
treasurer of the American Academy of Oral Pathology 
in Washington, D. C. 


= * 


May 12 was designated as Recognition Night by the 
Winnebago Kiwanis Club for Dr. M. D. Cooper, who 
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was honored for his fifty years of public service in 
Winnebago. Dr. J. L. Mills was master of ceremonies. 


* * * 


Dr. Abbott Skinner, St. Paul, has been appointed 
chief medical officer of Great Northern Railway, effec- 
tive June 1. He succeeds the late Dr. Roscoe C. Webb, 
of Minneapolis. 


* * * 


Dr. Henry W. Meyerding, emeritus orthopedic sur- 
geon of the Mayo Clinic and emeritus professor of ortho- 
pedic surgery in the Mayo Foundation, has been elected 
an honorary member of the French Society of Ortho- 
pedics and Traumatology, according to a communication 
from the secretary of that organization. 


* * * 


Dr. John Casey has become associated with Dr. Rich- 
ard Engwall, of Ivanhoe, in the practice of medicine, 
effective July 1. 


* * * 


A new $400,000 goal for the Frank E. Burch Research 
Fund for Ophthalmology has been announced by the 
University of Minnesota. Dr. Burch, nationally known 
St. Paul eye specialist and teacher, died last July, at 81. 
Some $50,000 is needed to equip a new research lab, 
and the rest is to be used to endow research and 
training. More than $215,000 is already in the fund, 
established in 1943. 
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Communications 


Editor, Communications Section 
MINNESOTA MEDICINE 


Dear Sir: 

In the May number of MInNESOTA MEDICINE, under 
the section entitled ‘Communications,’ are two letters 
which I feel require some comment. One, directed to 
the Editor and signed by Dr. J. R. Nickerson of Fair- 
mont, expresses sharp disapproval of an editorial pub- 
lished in the January, 1958, issue; the other, an editorial 
note, replies to his criticism. 

he nature of the editorial and the validity of Dr. 
Nickerson’s condemnation are not material to the point 
I wish to make. I did not read the editorial and 
have no opinion about it. Briefly stated, the Doctor 
took exception to what he considers the use of the 
editorial pages of MINNESOTA MeEpICcINE to defend 
controversial political situations—in this instance, the 
recent supreme court decisions, apparently mentioned 
with approval by the Editor. The Doctor also stresses 
the necessity of fixing responsibility for the use of such 
material and asks that the author of the editorial be 
identified. The Editor’s rude and evasive reply indi- 
cates that Dr. Nickerson’s letter touched upon a sensi- 
tive point. 

In reviewing this editorial answer, I get the impres- 
sion that it was not a considered, impersonal response 
to criticism, but rather the attack of an individual 
aroused by the Doctor’s questioning an authorative ut- 
terance. Instead of answering Dr. Nickerson in a digni- 
fied, reasonable manner, which I am sure could have 
been done if the Editor felt his position to be sound, 
he attacked the Doctor in a spiteful, sarcastic, chal- 
lenging diatribe which apparently had for its purpose 
the “shutting up” of Dr. Nickerson “good and plenty.” 

I do not believe that the Editor of MINNESOTA 
Mepicine has the right to answer communications in 
this manner irrespective of their nature. MINNESOTA 
MepicinE is the official journal of our State Medical 
Association, and each member has not only an undeni- 
able privilege, but also a duty to call attention to what 
he may think improper in the publication. Dr. Nickerson 
is correct when he says this is a member’s prerogative. 

The Editor, because of his advantageous position, 
has the power to “slap down” anyone who disagrees 
with him. However, to assume a “holier than thou 
attitude” and express resentment toward what he may 
consider a disagreeable communication discourages com- 
mendable participation of members in Society affairs 
and restricts criticism to the “pure stainless steel” variety 
of which the Editor wrote. 

The Editor has a right to defend his position, but 
should do so without the exhibition of animosity result- 
ing from any differences of opinion. He should do so 
in an impersonal way, demonstrating by reasoned analy- 
sis that the objections to his ideas are not sound. 

This approach was not used in Dr. Nickerson’s case. 
The invitation for him to write signed editorials was 
a piece of sneering arrogance. The Editor’s suggestion 
that Dr. Nickerson sign his proposed editorials is odd 
in view of the fact that the doctor is the only one 
who, up to this time, has identified himself. 

The idea that communications must be signed by the 
writer is excellent. However, would it not be better 
if this were not a unilateral policy and the Editors 
also sign their pontifications? 

I feel that Minnesota MeEpicInE should apologize to 
Dr. Nickerson for this editorial response to his letter. 

Yours truly, 

Leo W. Finx, M.D. 
Minneapolis, Minnesota 
May 26, 1958 









This Section is for you to voice your convic- 
tions, comments, and queries on all subjects politi- 
cal, economic, historic, humorous, scientific or 
otherwise, to many physicians. Writings not suffi- 
ciently formal and too brief for an editorial or 
a scientific manuscript are requested. Clinical and 
research observations, no matter how brief, similar 
to those in The Lancet (London), are particularly 
encouraged. 
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Epitor’s Note: Dr. Fink, I wish to thank you for your 
informative letter. To conserve space, I shall discuss 
your communication one point at a time, starting at the 
beginning of the letter and using quotations where 
possible. 


1. The nature of the editorial and the validity of 
Dr. Nickerson’s condemnation are undoubtedly of secon- 
dary importance. You should read it. It has a bearing 
on this letter. You would not write on a scientific 
medical subject without a careful study of the facts. 
This matter involves the science of Semantics and mass 
communication. 


2. “Briefly stated”—Dr. Nickerson did not object 
to the use of editorial pages in MINNESOTA MEDICINE 
for controversial issues. 


3. “Apparently mentioned with approval by the 
Editor’—the Editor’s principal objective is to publish 
anything in MINNESOTA MepicINE beneficial to the 
knowledge of the readers, whether or not he has any 
feelings pro or con as to the content (see editorial on 
“The Hospital and Medical Practice’ in this issue). 
Sometimes, it is better to know what the enemies of 
Medicine are thinking than to know the thoughts of 
our friends. 


4. “Stresses the necessity for fixing responsibility—” 
no one else seems to have any question about the re- 
sponsibility for anything appearing in MINNESOTA 
MEDICINE, particularly in an Editor’s Note. This 
same statement can be made concerning any other 
medical journal or lay magazine in the United States. 
There is actually only one editor of each journal, no 
matter what his co-editors are called. 


5. “Advantageous position’—if the Editor has an 
advantageous position, it is at a considerable cost. May 
I suggest that if you are interested we need additional 
co-editors. If you (a) succeed as a co-editor, (b) 
wish to give up three evenings a week in the form of 
a contribution to Medicine, and (c) can accept 4 
“diatribe” from any frustrated physician in Minnesota, 
please let me know. 


6. “A disagreeable communication”—please read Dr. 
Nickerson’s letter. He objects to a preconceived and 
systematic series of editorials which are designed to 
subtly lead the physicians of Minnesota down the road 
to socialism. 


_ 7. “Discourages commendable participation of mem- 
bers in society affairs and restricts criticism—.” Di 
the presentation restrict your participation and_ crit 
cism? People, in general, and physicians, in particular, 
are inclined to make up their own minds on_ almost 
any .subject, particularly if it is written in a form to 
stimulate interest. 


. . ” ‘ 
8. Concerning the terms “impersonal way” and “pure 
stainless steel”—they were used at a risk calculate 
to produce an interest in our journal’s sections on 
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Book Reviews 


Books listed here become the property of the Ramsey. 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
imterest to physicians. 





BOOKS RECEIVED FOR REVIEW 


ESSENTIALS OF GYNECOLOGY. E. Stewart Taylor, 
M.D. Professor and Head of the Department of Ob- 
stetrics and Gynecology, University of Colorado School 
of Medicine, Denver, Colorado. 502 pages. Illus. 
or $12.00, cloth. Philadelphia: Lea & Febiger, 
1958. 


DIETARY PREVENTION AND TREATMENT OF 
HEART DISEASE. John W. Gofman, Ph.D., M.D., 
Donner Laboratory, University of California, Berkeley ; 
Alex V. Nichols, Ph.D., Donner Laboratory, University 
of California, Berkeley; and E. Virginia Dobbin, Sen- 
ior Dietitian, E. V. Cowell Memorial Hospital, Uni- 
versity of California, Berkeley. 256 pages. Illus. Price 
$3.95, cloth. New York: G. P. Putnam’s Sons, 1958. 


CLINICAL OBSTETRICS AND GYNECOLOGY. Vol. 
1, No. 1. Medical Problems in Pregnancy, Edited by 
Curtis J. Lund, M.D.; Management of Endocrine 
Problems, Edited by Allan C. Barnes, M.D. 288 pages. 
Illus. Price $18.00 for four yearly volumes, cloth. 
New York: Paul B. Hoeber, Inc., 1958. 


CLINICAL ENZYMOLOGY. Edited by Gustav J. Mar- 
tin, Sc.D. Research Director, The National Drug Co., 
Philadelphia. 241 pages. Price $6.00, cloth. Boston: 
Little, Brown & Co., 1958. 
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PATHOLOGY FOR THE PHYSICIAN—Sixth Edition. 


William Boyd, M.D., Dipl. Psychiatry, M.R.C.P. 
(Edin.), Hon. F.R.C.P. (Edin.), F.R.C.P. (Lond,), 
F.R.C.S. (Can.), F.R.S. (Can.), LL.D.  (Sask.), 
(Queen’s), D.Sc. (Man.), M.D. (Oslo.) Formerly 
Emeritus of Pathology, University of Toronto; Visiting 
Professor of Pathology, University of Alabama; for. 
merly Professor of Pathology, University of Manitoba 
and the University of British Columbia. 900 pages, 
Illus. Price $17.50, cloth. Philadelphia: Lea & 
Febiger, 1958. 


BONE TUMORS. General Aspects and An Analysis 
of 2,278 Cases. David Carl Dahlin, M.D. 232 pages. 
353 illus. Price, $11.50. Springfield, Illinois: Charles 
C Thomas Company, 1957. 


This volume has many outstanding features. The 
accurate compilation, tabulation and evaluation of such 
a vast series was a tremendous but rewarding task. To 
have such material presented concisely, logically and 
dramatically is a welcome and informative accomplish- 
ment. 

For the pathologist, this offers a useful supplementary 
text with its excellent gross and microscopic reproduc- 
tions. The pathologist is also made aware of the 
challenge, advocated by the author, that more than 90 
per cent of the cases of bone tumors can be diagnosed 
utilizing frozen section technique. To comply with 
the author’s high standards would necessitate a closer 
and mutually beneficial alliance between the clinician 
and pathologist, who are too often separated by time 
and interests. 

The practicing clinician can rapidly isolate and 
identify the characteristics of each tumor and _ utilize 
the recorded experience and end results as a baseline for 
definitive therapy. 

The neophyte might well wish that the author would 
forsake the chosen brevity of the overall descriptions 
and add his thoughts on theoretical concepts or pos- 
sible pathomechanics of these abnormalities. The less 
experienced bone pathologist might also desire some 
simplification of the histopathologic description and more 
detailed correlation with the unusually well reproduced 
microphotographs. 

This attractive atlas will be a definite asset to our 
literature and should take its place among other basic 
texts in personal libraries. 

W. Inveck, M.D. 
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Gently, he starts her on 
another adventure in a 
wonder-filled world. 

Will her world always 
be so peaceful, so free? 
You can help it be—by 
helping to keep the peace. 

But peace costs money. 
Money for strength to 
keep the peace. Money for 
science and education to 
help make peace lasting. 
And money saved by in- 
dividuals. Your Savings 
Bonds, as a direct invest- 
ment in your country, 
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strengthening America’s 
Peace Power. Buy a few 
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This shows only a few examples. You 
can save any sum, buying Bonds by 
Payroll Savings or where you bank. 
Start your program now! 
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Classified Advertising 








Replies to advertisements with key numbers 
should be mailed in care of MINNESOTA MEDICINE, 
2642 University Avenue, Saint Paul 14, Minnesota. 








WANTED GENERAL PRACTITIONER—Twin Cities 


suburban area. New clinic building. Immediate open- 
ing. Address E-613, care MINNESOTA MEDICINE. 


WANTED—Obstetrician-Gynecologist, under age 40, 
Board-qualified or certified, to practice in East Okla- 
homa—population area 90,000. Will associate with 
only obstetrician in 40 miles. Heart of Lake Country. 
Address E-629, care MINNESOTA MEDICINE. 


WANTED—General practitioner in Southern Minne- 
sota town—800 population. Full hospital facilities; 
low investment, good office space, some equipment. 
Address E-640, care MINNESOTA MEDICINE. 


WANTED—Young physician with primary interest in 
Internal Medicine. Salary for one year, then full 
partnership in four-man group. Fine new hospital and 
clinic building. Alternating weeks ends and time for 
graduate work and vacations. Excellent golf, beach, 
hunting and fishing. Address E-635, care MINNESOTA 
MEDICINE. 


PSYCHIATRIC NURSING INSTRUCTOR—Progres- 


sive State Hospital with Affiliate Nursing Program. 
Starting salary dependent upon academic qualifica- 
tions, experience and personal qualifications. Starting 
range from $4,140 to $8,100, plus self maintenance. 
Liberal sick time, holidays, paid vacation. Write J. 
O. Cromwell, M.D., Superintendent, Mental Health 
Institute, Independence, Iowa. 


REGISTERED NURSES—Immediate openings. Starting 


salary $280 a month with opportunity for advancement. 
Room, board and laundry, annual vacation, liberal sick 
leave, 40-hour, 5-day week. Apply Personnel Office, 
Mental Health Institute, Independence, Iowa. 


WANTED—General Physician for State Hospital. Salary 


up to $10,536.00 dependent upon qualifications. Home 
available, subsistence, laundry, and garage. Paid 
holidays, vacation, sick leave, and retirement pension 
plan. Wide variety of clinical problems and research. 
Write Superintendent, Fergus Falls State Hospital, 
Fergus Falls, Minnesota. 


WANTED—One or two doctors in general practice for 


well-established practice in Twin Cities. New office 
building. Early partnership desired. Address E-637, 
care MINNESOTA MEDICINE. 





MEDICAL AND SURGICAL GROUP would like to 
form association with young doctor interested in one, 
two, or three-year appointment as assistant in surgery, 
and to assist in handling emergency and _ industrial 
cases. Address E-642, care MINNESOTA MEDICINE, 


WANTED—Physician to become associated in group. 
Obstetrics and Pediatrics or Obstetrics and General 
Practice. Some training desirable but not necessary. 
New clinic building Minneapolis. Address E-643, care 
MINNESOTA MEDICINE. 


Suzie’s always being dated, ever since she got Hyfre- 
cated*. 





*Practically every dealer sells Birtcher Hyfrecators. 


INTERNIST SEEKS ASSOCIATION—With Internist 
in Twin Cities suburban area. Age 33, Board-cligible, 
Mayo-trained, one year in group practice out of state. 
Address E-644, care MINNESOTA MEDICINE. 


FOR SALE—New Bausch and, Lomb microscope and 
accessories—$90.00. Also, complete eye-testing cabinet 
—$90.00. Both in excellent condition. Telephone 
(Minneapolis): JAckson 9-0303. 


FOR SALE—Picker portable x-ray, excellent condition. 
Will sell for best offer. Reason for selling—retired 
from practive. B. A. Nelson, M.D., 6215 5th Avenue 
South, Minneapolis. Telephone: UN 9-0803. 


FOR SALE—Urology 100 amp x-ray unit, shock-proof 
cable, late model. Young table, older model. Sacrifice 
$800.00. Address E-639, MinNESOTA MEDICINE. 


FOR SALE—Office equipment purchased 1957. Wait- 
ing-room, office, surgery, physiotherapy, x-ray. Rea- 
sonable price. Terms arranged. R. K. Runquist, 
M.D., 241 Jackson, Anoka, Minnesota. 





RENTAL opportunity — 
in established Medical Office 


NIC-O-LAKE MEDICAL BUILDING 
S.E. Corner Lake Street & Nicollet Avenue 





AIR-CONDITIONED—EASY PARKING 
-_***e e * 

Landlord provides—Phone Service and Receptionist—X-Ray 
Equipment Treatment Rooms—Laboratory. 

. . . we hate vacancies—OUR RENTS are LOW and 
FLEXIBLE. 
Call Art Cohler Fed. 8-6345 or Mid. 9-8717 
314 WCCO Bldg. 
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for appropriate medical management of epilepsy 


he Parke-Davis family of anticonvulsants 


...an anti-epileptic for every clinical need 


¢ complete control of seizures in many patients 


« reduced incidence and severity of seizures in many others 


for grand mal and psychomotor seizures 


Dilantin 
helantin 


Celontin 
Milontin 





Sodium (diphenylhydantoin sodium, 
Parke-Davis) is supplied in many forms 
—including Kapseals® of 0.03 Gm. and 
0.1 Gm. in bottles of 100 and 1,000. 


Kapseals (Dilantin 100 mg., phenobar- 
bital 30 mg., desoxyephedrine hydro- 
chloride 2.5 mg.), bottles of 100. 


for the petit mal triad 


Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000.: 
Suspension, 250 mg. per 4-cc. teaspoon, 
16-ounce bottles. 
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